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Kallenbach, A.: Experiences with Osteomyelitis 
of the Skull (Erfahrungen ueber Schaedelosteo- 
myelitis). Beitr. z. klin. Chir., 1923, Cxxviii, 725. 

Osteomyelitis of the cranial bones may be the 
result of an injury causing an area of diminished 
resistance to bacteria already present in the body. 
Other causes are angina, furuncles, phlegmons, and 
infectious diseases such as typhoid fever. 

Up to the present time only twenty-two cases of 
osteomyelitis of the vault of the cranium have been 
reported in the literature. The frontal and temporal 
bones are the parts most often involved. The main 
danger of this condition is involvement of the 
meninges and the brain. The disease focus should 
be removed as soon as possible with a chisel and bone 
forceps. HoHMEIER (Z). 


Volonté, L.: Bilateral Suppurative Parotitis in a 
Newborn Infant (Parotiditis doble supurado en un 
recién nacido). Rev. méd. d. Uruguay, 1923, xxi, 220. 


Volonté’s case was that of a child 1 month old 
which was born at term. When the patient was first 
examined there was general oedema all over the body 
and pus was found in the right ear. Later, bilateral 
parotitis developed. Cultures of the pus showed sta- 
phylococci. 

Because of the patient’s poor general condition, 
the codema, and the fever, the author believed the 
parotitis was due to hematogenous infection of the 
gland. Following triple drainage established simul- 
taneously through the ear, through Stenson’s duct, 
and through surgical incisions in the gland, the 
patient recovered. W. A. BRENNAN. 


Vranceanu, A.: The Treatment of Parotid Fistule 
by Enervation of the Gland (Beitraege zur Be- 
handlung der Parotisfisteln durch Entnervung der 
Druese). Clujul med., 1923, iv, 81. 


Eight years before she consulted the author, the 
patient, a girl 21 years old, had suffered with noma 
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following an acute exanthematous infection. A 
resulting fistula persisted for a long time. When it 
finally closed, the right parotid region became swol- 
len and painful. The pain ceased suddenly with the 
appearance of a discharge from the ear which 
gradually assumed a cloudy serous character and 
resisted every form of treatment. The right side 
of the face showed irregular, deeply retracted scars 
and the excretory duct of the parotid gland could not 
be found. In the external auditory canal was a 
small polyp covering a fistulous opening from which 
secretion drained especially during pressure on the 
parotid gland and chewing. The diagnosis was 
salivary fistula. 

Operation consisted of resection of the parotid 
branch of the auriculotemporal nerve by. the Leriche 
method. Following this procedure the secretion 
from the fistula ceased entirely in one week. Later, 
the scars in the cheek were extirpated and the region 
was covered with an autoplastic flap from the neck. 

WouLGEMUTH (Z). 


Laewen: The Treatment of Progressive Furuncu- 
losis of the Face (Untersuchungen zur Behandlung 
fortschreitender furunkuloeser Processe im Gesicht). 
47 Versammil. d. deutsch. Gesellsch. f. Chir., 1923. 


In the last three years the author lost three cases 
of malignant furuncle of the upper lip in spite of 
very extensive incisions. In one case, ligation of the 
jugular vein was done in addition. Therefore a new 
method of treating the malignant type of furuncle 
of the lip was adopted. After the incision was made 
in the usual way, the infected region was tightly in 
filtrated with the patient’s blood. This treatment 
was given in five cases of furuncle of the upper lip 
showing a tendency to progress and associated with 
oedema of the soft parts, especially the eyelids, but 
which could not be regarded as malignant because 
the general serious aspect, high fever, chills, and 
vomiting of the malignant type were absent. In 
every instance the infection was arrested by the 
blood defense. The infiltrated blood remained in 
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the area for about twenty-four hours and then 
gradually disappeared, leaving the well-known dis- 
coloration. 

Unlike traumatic hematomata, which have a 
tendency to become infected, autogenous infiltra- 
tions of blood are immune. The zone of infiltration 
represents a sealing of the tissues which arrests the 
resorption of toxins and bacteria. The blood is 
comparatively non-irritating to the tissues and has 
an antitoxic and bactericidal action. There may 
be also a protein reaction. 

The sealing action of injections of blood against 
injections of strychnia, curare, and cocaine was 
demonstrated by the author’s assistants, Hilgen- 
berg and Thomann, in the tails of mice. 

In the cases of facial furuncles reported, from 40 
to 50 c.cm. of blood from the patient’s ulnar vein 
were injected into the soft tissues. | LAEWEN (Z). 


Cadenat, E.: Fistulz of the Chin (Les fistules du 
menton). Bruxelles-méd., 1923, iii, 595. 


Tillaux, in 1887, stated that fistulae about the jaw 
may originate from teeth which appear sound exteri- 
orly but have a hidden point of necrosis. 

Of forty-three cases of chin fistula reported in the 
literature, thirty-nine were of dental origin. These 
cases show that such fistula usually occur in young 
persons and nearly always are due to dead teeth in 
which the pulp had been destroyed by ischaemia, 
secondary infection, or septic gangrene. The onset 
is frequently insidious. The alternate appearance 
and subsidence of swelling and the presence of a 
small fistulous opening suggest bone tuberculosis. 

A fistula may follow a fall on the chin which dis- 
rupts the blood vessels nourishing a tooth. 

Fistula of the chin of non-dental origin are: (1) 
congenital fistula (none reported); (2) fistulae sec- 
ondary to congenital cysts (very rare; these are 
retromandibular while dental fistula are in front of 
the mandible); (3) fistula due to primary bone dis- 
ease (rare; tuberculosis and hematogenous osteomye- 
litis occur usually at the angle of the jaw); (4) fistu- 
lee due to serous cysts; and (5) fistula due to sub- 
mental adenitis (these form behind the submental 
furrow and are often indirectly of dental origin be- 
cause of the lymphatic drainage from the incisor 
teeth). 

In cases of dental fistula, abnormal color of the 
tooth, resonance on striking, pain on percussion, in- 
creased mobility, and pain in the tooth on probing 
of the fistula are inconstant signs and require a 
specialist’s interpretation. Three important signs 
are: (1) opacity of the tooth to transillumination; 
(2) anesthesia of a dead tooth to heat from the 
thermocautery; (3) X-ray signs of the lesion. Fre- 
quently two teeth are diseased. In go per cent of the 
cases the incisors are affected (central incisors 70 per 
cent, lateral incisors 20 per cent). The canine and 
premolars should also be examined. A chin fistula of 
dental origin has been found in a child 6 years old. 

When the source of infection has been removed by 
simple chemical cauterization, the fistula heals 


spontaneously, leaving only a slight depression jn 
the chin. Extraction of the tooth is seldom neces- 
sary; usually it is sufficient to trephine the affected 
tooth at the lingual surface level, to remove the dead 
pulp, to cleanse the cavity, to inject across the root 
canal and the skin fistula several drops of a caustic 
solution, and to close the canal and the trephine 
opening. 

If the peripheral bony lesions are serious or the 
cyst attached to the apex of the tooth maintains the 
suppuration, the thin anterior wall may be tre- 
phined, the cyst enucleated, the bone curetted, and 
the apex of the tooth resected without injuring the 
solidity or appearance of the tooth. Extraction is 
mutilating and a procedure to be employed only 
exceptionally. Watrer C. Burkert, M.D. 


Delannoy, E.: Carcinoma of the Submaixillary 
Gland (Le cancer de la glande sous-maxillaire). 
Rev. de chir., Par., 1923, xlii, 249. 

The author adds another case of carcinoma of the 
submaxillary gland to the nineteen already on record. 
Factors predisposing to the condition are trauma, 
infections, and salivary stones. Both glands are 
affected with equal frequency. The tumor is rarely 
encapsulated; on the contrary, it usually infiltrates 
the neighboring tissues. In an early stage, lobules 
of normal gland structure are found at the periphery 
of the growth and the transition from normal to 
pathologic tissue is very distinct. 

Three stages in the pathologic development o/ 
these tumors are noted. First, the growth invades 
the neighboring digastric, mylohyoid, and sterno- 
cleidomastoid muscles, the nerves, the subcutaneous 
tissue, the mandible, and the skin. In the second 
stage metastases are formed in the lymph glands. 
The submental, submaxillary, and carotid glands are 
most commonly involved. The terminal stage is 
that of a generalized carcinomatosis with metastases 
in the liver and other viscera. Microscopically. 
these tumors are of the dendritic canalicular and 
infiltrating acinous types. 

The symptoms, which are insidious in onset, are 
characteristic of a tumor in this location. Abun- 
dant salivation and difficulty in phonation, mastica- 
tion, and deglutition accompany the development of 
the growth. The hyperemia of the overlying skin 
may lead to an erroneous diagnosis of infection. 
Palpation reveals the mass to be elongated parallel 
with the border of the mandible and of firm and 
woody consistency. The late stage is characterized 
by enlargement of the glands and adherence o/ the 
mass to the underlying bone and the overlying skin. 

The condition must be differentiated from acute 
and chronic inflammatory processes, tuberculous 
adenitis, actinomycosis, mixed tumors of the sub- 
maxillary gland, and branchial epithelioma. 

The clinical evolution of these tumors is very 
rapid. Death from general carcinomatosis generally 
results within two years. Complete resection includ. 
ing the adjacent lymph glands is the treatment giv- 
ing the best results. Loyat E. Davis, M.D. 
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EYE 


Van der Hoeve, J.: The Relations Between the Eye 
and Ear. Ann. Otol., Rhinol., & Laryngol., 1923, 
xxxii, 571. 

Van der Hoeve calls attention to some of the less 
well-known conditions of the eye and ear. The 
syndrome of blue sclerotics consists of blue sclera, 
brittle bones fracturing easily without great trauma, 
and deafness. There is a definite relationship be- 
tween degeneration of the retina and congenital 
deafness. In congenitally deaf and dumb animals 
there may be pigment degeneration not unlike that 
of retinitis pigmentosa or chorioretinitis. 

A case seen by the author suggests that there is 
some relationship between the tumor masses of 
Recklinghausen’s disease and tuberose sclerosis. Van 
der Hoeve knows of but one eye disease which causes 
trouble in the ear; this is sympathetic ophthalmia, 
probably due to the anaphylactic reaction of the 
uveal pigment sensitizing the labyrinth pigment. 
Ear conditions which cause eye disease are throm- 
bosis of the cavernous sinus, paralysis of the abdu- 
cens nerve in otitis media, and fracture. 

In conclusion Van der Hoeve discusses the rela- 
tionship of the eye and vestibular organ. 

Vircit Westcott, M.D. 


Bell, G. H.: Further Observations on a New Meth- 
od of Preventing Postoperative Intra-Ocular 
Infections: A Report of 1,250 Successful Cases. 
Arch. Ophth., 1923, lii, 436. 

On the basis of twenty years’ experience and 1,250 
cases without a single primary infection or a case 
of panophthalmitis, Bell recommends a preliminary 
iridectomy in every case of cataract. His technique 
is as follows: 

1. Focal infections such as oral sepsis, diseased 
tonsils, and toxemias of the intestinal tract origin 
are overcome two or three months preceding the 
operation. Then, if the eye appears clinically clean, 
the operation is performed regardless of the bac- 
teriological findings. 

2. Twenty-four hours before the operation, a dose 
of castor oil is given to cleanse the intestinal tract. 

3. Two hours before the operation a smear of the 
conjunctival sacis takenand twodrops of a 1 percent 
solution of silver nitrate are instilled into each eye. 
On the operating table, the brow, eyelids, and ad- 
jacent skin are washed with castile soap and the 
eyes washed out with normal salt solution. 

4. During the operation sterile rubber gloves are 
worn by the surgeon’s assistants, and a conjunctival 
flap is formed. 

5. After the operation, two drops of 4 3 per cent 
solution of atropine and a 25 per cent solution of 
argyrolis used and both eyes are bandaged for forty- 
eight hours. Thereafter the eye is dressed and argy- 
rol and atropine are instilled every two days. 

6. In doubtful cases, silver nitrate is instilled in 
the eyes five hours and two hours before the opera- 
ton. Manrorp R. Wattz, M.D. 


McLean, W.: My Experiences in Working with Dr. 
Barraquer in Barcelona. Arch. Ophth., 1923, lii, 
460. 


After describing Barraquer’s technique the author 
states that the phacoerisis method is less apt to be 
followed by complications than the Smith-Indian 
capsulotomy methods of extraction, and that while 
it requires great dexterity, it is no more difficult 
than the expression method. 

According to Gallemaerts of Brussels, the Barra- 
quer extraction does away with the pressure on the 
vitreous body which is so severe in the Smith opera- 
tion. The results are a black pupil, excellent vision, 
and above all, absence of irritation and secondary 
cataract. 

Barraquer examines each case carefully before 
operation. Tuomas D. ALLEN, M.D, 


EAR 


Lyons, H. R.: Otitis Media Complicating Opera- 
tions on the Gasserian Ganglion. Avn. Otol., 
Rhinol. & Laryngol., 1923, Xxxii, 457. 


Otitis media complicating operations on the gas- 
serian ganglion was first observed in the Mayo Clinic 
about three years ago. This observation was made 
following section of the sensory root of the trigeminal 
nerve and also following the injection of alcohol 
into this root. The symptoms are: (1) a sense of 
fullness in the ear on the side on which the injection 
was given or the operation performed, (2) deafness, 
and (3) otalgia. The otalgia is not an important com- 
plaint but is frequently present. Examination of the 
affected ear discloses a fullness in the inferior quad- 
rants of the tympanic membrane, with more or less 
obliteration of the common landmarks. There is 
usually a fluid level, and above this a bubbling sound 
is heard on inflation of the eustachian tube. The 
tympanic membrane is pale rather than intensely 
red as in cases of suppurative otitis media. Deaf- 
ness, as determined with tuning forks, is of the con- 
duction type and mild. The postero-superior wall 
of the external canal does not droop. 

Minute details are given concerning the nervous 
anatomy of the middle ear and its association with 
tracts from the sensory root of the gasserian gan- 
glion. Such connections are very abundant. 

Three cases of secretory otitis media following sec- 
tion of the sensory root of the gasserian ganglion for 
trifacial neuralgia are reported. In each case the 
tympanic membranes were slightly full in the infe- 
rior quadrants and pale; a definite fluid level was 
present and a bubbling sound was noted on eusta- 
chian tube inflation. All of the patients complained 
of slight deafness. These symptoms always occur 
in the ear on the side on which the operation was 
performed. Otalgia was not a prominent symptom 
in any case, although in one there was moderate 
pain. 

In two of the cases paracentesis was not necessary 
and the patient recovered rapidly. In the third case 
paracentesis was done on account of the amount of 
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fluid present, but the opening rapidly healed. In no 
case did permanent deafness result. In a fourth case 
the condition occurred after the patient had been 
dismissed from the Clinic and the observation was 
verified through the patient’s home physician. In 
this instance there was spontaneous rupture of the 
tympanic membrane with slight secondary infection 
in the middle ear. In addition, a corneal ulcer de- 
veloped in the eye on the side on which the operation 
was performed. 

Five cases are not reported in detail because the 
ear condition developed after the patient had return- 
ed home or the patient was under observation for 
only a short time. In one of these cases there was a 
corneal ulcer in the eye on the side on which the ear 
condition developed. Frequently corneal ulcer fol- 
lowing a gasserian ganglion operation is thought to 
be partially or wholly the result of trauma to the eye 
at the time of operation. However, as trauma is 
eliminated from this condition, possibly the causes 
of the otitis media and the corneal ulcer are the same, 
namely, trophic changes due to disturbances result- 
ing from section of the sensory root. 

The author’s conclusions are summarized briefly 
as follows: 

1. Secretory otitis media following operation on 
the gasserian ganglion is an entity. It is due prob- 
ably to trophic disturbances in the mucous mem- 
brane of the middle ear. 

2. The nerve connections between the gasserian 
ganglion and the mucous membrane of the middle 
ear are abundant. 

3. The ear and eye complications always occur on 
the side on which the operation is performed. ; 

4. Trauma is eliminated as an etiologic factor so 
far as the ear is concerned. This further strengthens 
the argument that the corneal complications are 
entirely trophic in origin. 

5. The process may be similar to that occurring 
in herpes zoster otiticus. H. R. Lyons, M.D. 


NOSE 


Petridis, A.: A Case of Rhinophyma (Un cas de 
rhinophyma). Lyon chir., 1923, xx, 105. 

The patient was a man §2 years old. Six years 
before he consulted the author a tumor began to 
develop on the end of his nose, enlarged steadily, 
and occasionally bled and suppurated. There was 
no pain or fever. Physical examination was negative 
except for the local growth. A blood Wassermann 
test was also negative. 

The tumor was composed of five lobules. The 
large median portion had three lobules, and on each 
side at the base of the ala nasi was a small lobule. 
The total horizontal measurement was 16 cm. In 
consistency the growth was soft, spongy, and vel- 
vety. Its surface showed numerous meati of se- 
baceous glands. Pressure caused butyric-like se- 
baceous material to gush from the openings. The 
interlobular grooves contained sebaceous secretion 
and pus. The tumor extended to the nasolabial fold 


but not onto the mucous lining of the nares. The 
clinical diagnosis was rhinophyma. 

Operation was done by Ollier’s method as modified 
by Morestin. Each lobe was removed separately, a 
portion of the deeper bed of the tumor being left in 
order not to injure the nasal supporting structure. 
The tissues bled very freely. The wound cicatrized 
by granulation in twenty-two days without compli- 
cations. Skin grafting was unnecessary. Two sub- 
sequent plastic operations were done to correct 
small irregularities on the surface and to remove a 
cuneiform wedge from between the layers of the 
greatly thickened nasal septum to form a normal 
nasal septum. After each operation the wound 
cicatrized readily, and after the last operation epi- 
dermization was complete in about one and one- 
half months. Six months after the patient was dis- 
charged the result was perfect from the esthetic 
point of view. 

On pathologic examination the tumor was found 
to be white, firm, and homogeneous, and to enclose 
several small cavities containing creamy pus. It 
consisted of white fibrous tissue rich in newly formed 
vessels and sebaceous glands which were greatly di- 
lated and hypertrophied and surrounded by « zone 
infiltrated by lymphocytes. A few giant cells sur- 
rounded by epithelioid cells without caseation were 
found in the lymphatic centers. The anatomical 
diagnosis was rhinophyma. 

Wa ter C. Burkert, M.D 


Worms, G., and Chaumet, G.: Radiography of the 
Sinuses of the Face (La radiographie des sinus de 
la face). Arch. internat. de laryngol., 1923, xx, 385. 


The authors describe the different X-ray pro- 
cedures used for the study of the sinuses, emphasiz- 
ing those which experience showed to be the best, 
and discuss the interpretation of the roentgenograms 
and the typography of the sinuses as determined 
from roentgenograms of normal and pathological 
i and specimens injected with opaque ma- 
terial. 

The different views used are as follows: 

1. The antero-posterior view with the forehead 
and nose on the plate and the normal ray in the 
sagittal plane of the head, perpendicular to the plate, 
at the level of the ethmoid. The occiput is on the 
plate only when it is impossible to move the patient 
(brain abscess or extreme dyspnoea) or the X-ray 
apparatus. The sphenoid and ethmoid sinuses are 
shown best when the normal ray falls on the glabella 
normally on the plate. The maxillary sinus is 
shown with the head flexed and the normal ray along 
a line joining the glabella and the auditory canal or 
with the head unflexed and the tube displaced 12 
cm. lower than the external occipital protuberance. 
To outline the frontal sinus the tube is displaced 
forward 12 cm. above the external occipital protu- 
berance at an inclination of 10 degrees to throw the 
central ray on the glabella. Antero-posterior views 
permit comparison of the symmetry of the right 
and left sides. 


SURGERY OF THE HEAD AND NECK 5 


2. The profile or lateral view. This is obtained 
with the sagittal plane of the head parallel with the 
plate, the normal ray being in the middle of a line 
from the external auditory canal to the outer angle 
of the eve for delineation of the sphenoid sinus and 
slightly forward to show the ethmoid and frontal 
sinuses. 

3. Oblique views following an axis from the pari- 
etal fossa of one side to the orbit of the other were 
taken symmetrically right and left, the patient’s 
head resting on the orbital arch, the nose, and the 
malar bone. These do not offer notable advantages 
over face and profile views. 

4. Intrabuccal films for delineation of the ethmoid 
and sphenoid sinuses. The chin is on the table and 
the tube is placed above the top of head. This 
method is unpleasant to the patient, makes the use 
of re-enforcement screens difficult, and gives only 
fragmentary views of the sinuses. 

5. Stereographs of the face and profile views. 
These show the general configuration and depth of 
the sinuses and the exact location of foreign 
bodies. They are of less value for the diagnosis of 
sinusitis. 

6. The vertical view of Hirtz or a roentgenogram 
of the base of the skull, either in the anterior view— 
vertex-chin-plate—or the posterior view—chin- 
vertex-plate. The head is in maximum extension in 
order to avoid projection of the cervical vertebra. 
For the anterior view the patient is in ventral posi- 
tion with the chin extended on the casette and 
cushion. The normal ray is parallel with the vertex 
and the external auditory canal. A clear view of the 
frontal sinus is obtained with the head deflected so 
that the normal ray falls 1 or 2 cm. behind the root 
of the nose. In the posterior view the patient is on 
his back with his shoulders lifted by cushions to 
permit extension of the head, and the normal ray 
falls on the base of the chin, following a plane pass- 
ing through the two mandibular angles and parallel 
with the external auditory canal and the vertex. 

The authors describe in minute detail with illus- 
trations the roentgenograms of the various sinuses 
in each view. 

An antero-posterior face plate does not differ- 
entiate a lesion of the ethmoid sinus from a lesion of 
the sphenoid sinus. Localization requires a face and 
lateral film. A profile view does not differentiate the 
right and left maxillary sinuses or the right and left 
ethmoid cells. In the authors’ opinion, the vertical 
view of Hirtz will gradually supplant the profile 
view. When the number of views must be limited 
for economy the frontal and vertical views will 
usually be sufficient for diagnosis.. The vertical 
view reveals an orbital prolongation of the frontal 
sinus. 

The X-ray shows the exact topography, form, and 
dimensions of the sinuses and will reveal also any 
anomalies and pathologic lesions. It has demon- 
strated that polysinusitis is the rule and monosinu- 
sitis the exception; that ethmoid-sphenoidal reac- 
tions frequently accompany frontal and maxillary 


sinusitis; and that ethmoiditis is usually secondary 
to frontal or maxillary sinusitis. Roentgenography 
is of the greatest value for the exploration of the 
posterior sinuses in which other procedures are 
limited. These sinuses should be investigated in all 
cases of retrobulbar neuritis, ocular palsy, neuritis of 
the ophthalmic branch of the trigeminal nerve, and 
persistent cephalitis. 

After the apparent healing of a sinusitis the pri- 
mary shadows persist for a long time, and occasional- 
ly are permanent. 

In all of the author’s cases in which the local 
symptoms suggested sinusitis the roentgen ray re- 
vealed the presence of this condition and operation 
confirmed the roentgen diagnosis. 

WaLteR C. Burkert, M.D. 


Arbuckle, M. F.: Systemic Manifestations of Sup- 
purative Disease in the Paranasal Sinuses. J. 
Am. M. Ass., 1923, Ixxxi, 741. 


Arbuckle reports his observations in nine cases in 
which certain constitutional disorders were caused 
apparently by suppurative disease in the paranasal 
sinuses. He concludes that the sinuses become 
developed and may become diseased much earlier 
than is generally assumed; also that the relation of 
sinus disease to constitutional disease is of far 
greater importance and more common than is gen- 
erally believed. Orto M. Rort, M.D. 


MOUTH 


Hirschfeld, I.: Vincent’s Infection of the Mouth. 
N. York M.J. & Med. Rec., 1923, cxviii, 150. 


The outstanding feature of this article is the dis- 
cussion of the differential diagnosis, brief descrip- 
tions being given of the clinical symptoms of pyor- 
rhoea, mercurial stomatitis, apthous stomatitis, 
tuberculous and syphilitic lesions of the mouth, and 
pemphigus, as well as the points of differentiation 
between these diseases and Vincent’s infection. 

The mouth lesions in Vincent’s infection are ulcer- 
ation and sloughing of the marginal gingive with 
the formation of a grayish membrane which is easily 
wiped off. Removal of the membrane leaves a raw 
bleeding surface. Foetid breath, malaise, increased 
salivation, and mental depression are associated 
with the disease. 

The bacterial findings (Vincent’s bacilli and 
spirillaz) are not sufficient evid nce for a diagnosis as 
the same organisms were found in the mouths of 
fifty-one of seventy-five patients selected at ran- 
dom. 

Great care should be taken to cure the disease 
entirely, as a subacute or chronic Vincent’s infection 
may persist, the organisms being protected about 
malposed teeth and under loose gum margins. 

In the treatment the author applies neosalvarsan 
locally and prescribes a sodium perborate mouth- 
wash. 

Several case histories are reported. 

CuHartes W. FREEMAN, D.D.S. 
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THROAT 


Sonnenschein, R.: Alcohol Injections as a Possible 
Adjunct to Tonsillectomy under Local Anzs- 
thesia. Ann. Olol., Rhinol. & Laryngol., 1923, 
XXxxii, 827. 

In the author’s opinion local anesthesia is prefer- 
able to general anesthesia for tonsillectomy as it 
causes less nausea, vomiting, and immediate post- 
operative discomfort. The addition of alcohol to the 
anesthetic fluid decreases the toxicity, syncope, dis- 
comfort, and postoperative bleeding. 

Sonnenschein has used various concentrations of 
alcohol but found that from 33 to 50 per cent is 
best as it has a good effect without a marked re- 
action. The solution is prepared by mixing about 
2'% dr. of a 14 or 1 per cent solution of aposthesin 
with 1!4% dr. of 95 per cent alcohol and adding there- 
to ten drops of a 1:1,000 adrenalin chloride solution. 
In the cases of apprehensive patients the mucosa 
covering the posterior third of the hard palate and 
the posterior pharyngeal wall is swabbed with a very 
small amount of a ro per cent solution of cocaine. 

About five drops of the solution containing alcohol 
is injected on each side, just lateral to the last upper 
molar tooth and just anterior to the posterior edge 
of the hard palate. From 1 to 1!'% dr. are injected 
into the areolar tissue external to each tonsil at the 
level of the juncture of the upper and middle thirds 
of the tonsil and six or seven drops are injected on a 
level with the base of the tonsil. 

The disadvantages of this method are that the 
pain immediately following the injection is more 


acute following the use of the alcohol solution than 
when only aposthesin is used and there is always a 
possibility of impairment of the motility of the soft 
palate due to blocking of the motor nerve. 

James C. BRASWELL, M.D. 


Harkness, G. F., and Rock, J. E.: Postoperative 
Comfort in Tonsil Cases. J. Jowa State M. Soc., 
1923, Xili, 331. 

Harkness and Rock report upon the replies 
received to a questionnaire concerning the methods 
used to overcome the discomfort following tonsillec- 
tomy. Their conclusions are: 

1. Pain is the chief problem after this operation. 

2. There is extreme diversity of opinion in regard 
to its relief. 

3. It is generally agreed that the postoperative 
pain will be considerably less if care is taken not to 
injure the pillars during the operation. 

4. Some surgeons give '4 gr. of morphine and 
1/150 gr. of atropin one-half hour before the opera- 
tion. Within the first three hours after the patient 
returns from the operating room the morphine is 
repeated. Later, it is again repeated, the dose then 
being */, or '/s gr. An ice collar is worn most of the 
first twenty-four hours. 

5. Before and often between meals, a gargle of 
24 gr. of aspirin in 4 oz. of water is given and the 
patient is urged to swallow some of the solution. 


6. The semi-suspension method is used to pull 
up on the angles of the jaws during eating and 
drinking, and the patient is urged to take a con- 
siderable quantity of fluid. 

7. Orthoform, anzsthesin, and various other pow- 
ders have not been found satisfactory. 

8. Alkaline gargles and irrigations, preferably hot, 
are used three times daily. 

The authors report that swabbing of the fossv with 
castor oil or liquid petrolatum and gargling with 
aspirin solution have a soothing effect. 

Orto M. Rorrt, M.D. 


Davis, E. D. D.: Cysts of the Larynx. J. Laryigol. & 
Otol., 1923, Xxxviii, 473. 

Davis reports three very similar cases of cyst of 
the larynx, one from his own practice and two from 
the practice of Trotter. The cysts were pale and 
smooth, filled the orifice of the larynx, and caused 
dyspnoea and stridor. They arose apparently above 
the cords and involved the aryteno-epiglottidean 
fold and ventricle or epiglottis. They completely 
disappeared when punctured but recurred in a few 
weeks. 

The author’s patient died of asphyxia. In the 
two other cases the cysts were removed at operation. 
In every case the cyst was external to the larynx 
but communicated with it through the thyrohyoid 
membrane. There was no connection with the ven- 
tricle of the larynx. The thin laryngeal mucous 
membrane covered the internal projection of the 
cyst and gave it an appearance suggesting a sessile 
growth. 

Examination of the specimens showed them to be 
simple mucous or retention cysts. There was noth- 
ing to indicate that they were dermoids or o/ con- 
genital origin. Manrorp R. Wattz, M.D. 


Briggs, H. H.: Tuberculosis of the Larynx. South. 
M.J., 1923, xvi, 715. 

Laryngeal tuberculosis is a frequent complication 
of pulmonary tuberculosis. It increases the mortal- 
ity and adds pain to an otherwise painless disease. 
Briggs calls attention to the fact that there is a 
rational treatment for each stage of laryngeal tuber- 
culosis and that a cure may be possible at any stage. 
Therefore in a sanitarium for the treatment of tuber- 
culosis the presence of a skilled laryngologist is of 
great importance. M. Rorrt, M.1). 


NECK 


Gobbi, L.: Congenital Cysts of the Neck (Contributo 
allo studio delle cisti congenite del collo).  Polic!in., 
Rome, 1923, xxx, sez. chir., 372. 


The case reported by Gobbi was that of a man 
aged 22 years. The pre-operative diagnosis was 
congenital cyst of the median thyroid region, prob- 
ably of thyroglossal origin. On histologic examina- 
tion the cyst was found to be a dermoid containing 
lymphatic tissue in its walls. 


SURGERY OF THE 


In the literature Gobbi has been able to find only 
two other cases of dermo-lymphogenous cysts of the 
neck, one in the left lateral region and the other in 
the suprahyoid region. W. A. BRENNAN. 


Orator, V.: New Points of View in the Evaluation 
of the Pharmacodynamic Test of Function: 
Also a Contribution on the Goetsch Adrenalin 
Test (Neue Gesichtspunkte in der Beurteilung der 
pharmakodynamischen Funktionspruefung; Zug- 
leich ein Beitrag zur Frage der Epinephrinprobe 
Goetsch). Mitt. a. d. Grenzgeb. d. Med. u. Chir. 
1923. XXXVi, 420. 


Among sixty pharmacodynamically examined 
cases of goiter there were only 16 per cent with a 
vagotonic or sympathicotonic predisposition. Most 
of them reacted to adrenalin and pilocarpin in the 
same way. Nearly all of the cases of diffuse goiter 
reacted strongly, whereas those of nodular goiter 
reacted weakly but showed a distinct local reaction 
to adrenalin. After operations, the cases of diffuse 
goiter usually showed a decrease, and those of 
nodular goiter showed an increase in the reaction. 

Tosier (Z). 


Boothby, W. M., and Sandiford, I.: The Total and 
the Nitrogenous Metabolism in Exophthalmic 
Goiter. J. Am. M. Ass., 1923, \xxxi, 795. 


The evidence here presented indicates that there 
is no measurable increase in the endogenous protein 
metabolism in exophthalmic goiter. Therefore 
this cannot be the cause of the increase in the basal 
metabolism. The cells consume at an accelerated 
rate whatever type of food is brought them, but in 
none of the authors’ experiments was there evidence 
to indicate that any of the three food substances, 
fats, carbohydrates, or proteins, is burned in a 
qualitatively abnormal manner. 

As in the normal subject, the body’s own stores of 
these substances are drawn upon only to meet defi- 
ciencies in food intake. However, unless the daily 
calory requirement is supplied by a large food in- 
take, a loss of weight and general weakening with 
decreased resistance result more rapidly and in more 
intense form than in undernourished normal subjects. 

It is the authors’ experience that patients with 
exophthalmic goiter who are losing weight are 
greater operative risks than those who are well 
nourished or gaining in weight. They therefore 
recommend that measures directed toward preven- 
ting and, if possible, restoring loss of weight be 
instituted before operative procedures are under- 
taken. W. M. Boorusy, M.D. 


Heiman, H.: Exophthalmic Goiter in Childhood, 


with Some Unusual Manifestations. Am. 


Dis. Child., 1923, xxvi, 216. 

The author reports three cases of exophthalmic 
goiter in children aged 4, 5, and 7 years respectively. 
During the first year of life the condition is very 
rare. Females are affected more often than males. 
Heiman’s three patients were girls. The range of 


HEAD AND NECK 7 


the pulse rate was from roo to 110 in the first case, 
from 120 to 130 in the second, and from 160 to 180 
in the third. Exophthalmos is usually less marked 
in children than in adults, but in the three cases 
reported it bore a direct relationship to the severity 
of the condition. Enlargement of the thyroid, an 
increase in the basal metabolic rate, and hyperhi- 
drosis were noted in every case. In two, there was 
a fine tremor of the hands. Blood counts did not 
show the lymphocytosis often found in adults. 

The treatment suggested is strict physical and 
psychical rest for six to ten weeks, and if no improve- 
ment results, the use of the roentgen ray. If the 
roentgen ray also fails, thyroidectomy should be per- 
formed. ARTHUR L. SHREFFLER, M.D. 


Walton, A. J.: The Surgery of the Thyroid Gland. 
I. Adenomata—Colloid Goiter. II. Exophthal- 
mic Goiter. Lancet, 1923, ccv, 53, 267. 


In a person of cancer age an adenoma is poten- 
tially malignant though it may be still contained en- 
tirely within its capsule. Walton gives the indica- 
tions for surgical interference as follows: 

1. Failure of medical measures to give relief. 

2. A steady increase in size with resulting de- 
formity, especially if the tumor has been present for 
many years, the patient is over 35 years of age, and 
there is the slightest evidence of toxic symptoms. 
These adenomata should not be operated upon during 
pregnancy unless there is very severe dyspnoea from 
pressure. 

3. The presence of dyspnoea. This is the chief 
indication for operative interference. The cause is 
probably haemorrhage into the tumor or a rapidly 
growing retrosternal goiter. 

4. Symptoms of pressure on the recurrent laryn- 
geal nerve, the blood vessels, or the oesophagus. 

5. Pain. This is sometimes an indication of car- 
cinomatous change. 

6. Hyperthyroidism. Enucleation of the adeno- 
ma is indicated when it is small and resection when 
it is large. 

In the colloid type of goiter the hereditary factor 
is more marked than in adenoma. About 80 per cent 
of such goiters occur in females and their highest 
incidence is between the ages of 15 and 20 years. 
The cause of colloid goiter is generally believed to be 
a deficiency in iodine in the water and food and, in 
addition, inability of the thyroid to avail itself of the 
iodine present. Infection may increase the demands 
of the thyroid for iodine or prevent its proper 
assimilation. The symptoms of colloid goiter are 
usually those of pressure. As a rule the basal 
metabolic rate is normal or a little below normal. 
The treatment usually advised is the administration 
of iodine or thyroxin. 

The etiological factor of exophthalmic goiter is 
thought to be prolonged mental stress, shock, or 
worry. This condition occurs much more frequently 
in women than in men. The three views supported 
today are that the symptoms are due to hyperthy- 
roidism, dysthyroidism, or a pluriglandular dis- 
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turbance. Surgical treatment is based on the theory 
of hyperthyroidism. The symptoms of the disease 
are manifold. As a rule the thyroid is enlarged and 
exophthalmos is present. Exophthalmos is one of 
the last symptoms to disappear when the patient is 
cured. ‘Tachycardia is always present, and often the 
pulse is very irregular. The skin and its appendages 
show changes such as sweating and pigmentation. 
Nervous symptoms are always present to some de- 
gree, especially tremor of the fingers and tongue. 
Gastro-intestinal symptoms such as diarrhoea, vom- 
iting, and marked loss in weight are common. 

The author gives patients with exophthalmic 
goiter medical care for the first six months of the dis- 
ease, studying the pulse, the temperature, and the 
metabolic rate. When the symptoms are minimal he 
operates. His experience with X-ray treatment has 
been very unsatisfactory. To lessen the toxemia 
before operation large saline injections may be ad- 
ministered. Ether is the anesthetic of choice. On 
the day of operation, forty-five minutes before the 
patient is sent to the operating room, 3 oz. each of 
ether and olive oil are injected per rectum. This 
injection decreases the amount of ether that must 
be given through the open mask to complete the 
operation. The choice of operation depends upon 
the patient’s condition. A preliminary ligation is 
done in cases with severe toxemia, but as a rule 
primary resection is necessary. 

Artuur L. SHREFFLER, M.D. 


Just, E.: The Postoperative Temperature Follow- 
ing Strumectomy (Die postoperative Temperatur 
nach Strumektomien). Mitt. a. d. Grenzgeb. d. Med. 
u. Chir., 1923, XXXvi, 381. 

The colloid struma, the expression of inhibited 
drainage, contains an abundance of valuable thy- 


roid secretion. It indicates an organism with active 
internal-secretory pressures. Following partial re- 
section the circulation of the gland is increased and 
the organism responds with a change in its total 
metabolism. The trauma of the operation causes a 
breaking down of proteins which excites the ter- 
minals of the temperature centers, and the resulting 
fever causes a more rapid decomposition o/ the re- 
maining colloid which restores the internal-secretory 
equilibrium. Fever of unknown cause may perhaps 
be explained in this way. NAEGELI (Z), 


Fasiani, G. M.: Malignant Adenoma of the Para- 
thyroid (Adenoma maligno della paratiroide). 

_ Arch. ital. di chir., 1923, vii, 427. 

To the few recorded cases of malignant tumors 
of the parathyroids Fasiani adds the case of a woman 
of 65 years who presented an old goiter on the right 
side and a tumefaction the size of an adult’s fist on 
the left side of the neck. The latter had recently 
grown very rapidly, suggesting malignancy. The 
patient died during the operation. 

The tumor in the left lobe of the thyroid was 
found to be invaded by neoplastic tissue which had 
penetrated into the cavities of the follicles, developed 
in nodes of considerable size, and spread to the sur- 
rounding tissues. The tissue of the neoplasm showed 
the histologic structure of parathyroid tissue. Fasi- 
ani regarded it as a malignant adenoma of the 
parathyroid because, in spite of the evidences of 
proliferation, invasion, and relative immaturity of 
certain elements, it had preserved in its structure 
the morphological type of the glandular tissue from 
which it took its origin. He discusses the literature 
of malignant parathyroid tumors and includes in 
his article reproductions of histologic sections from 
the case he reports. W. A. BRENNAN. 
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SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Bagley, C., Jr.: Extensive Hamorrhagic Extra- 
vasation from the Venous System of Galen, 
with Clinical Syndrome: A Report of Three 
Fatal Cases with Two Necropsies. Arch. Surg., 
1923, Vii, 237. 

Bagley describes three cases of traumatic brain 
lesion having the same clinical course. An early 
sharp rise in the temperature, amounting to nearly 
3 degrees a few minutes after the accident in Case 2 
and to 5.5 degrees ten hours after the accident in 
Case 1, marked the beginning of a hyperpyrexia 
which continued throughout the illness and gradu- 
ally increased to from 106 to 107 degrees F. in all 
cases at the time of death. The respiratory and 
pulse rates were greatly elevated. In Case 2, the 
pulse rate was 120 and the respirations 56 a few 
hours after the accident. Before the end of twenty- 
four hours after the patient came under the author’s 
observation the pulse rate was 160 and subsequently 
ranged between 125 and 170. The respiratory rate 
during the entire illness ranged between 26 and 62 
per minute. 

In all cases, muscle power was affected to a greater 
or less degree, and the deep reflexes were increased. 
The disturbances were chiefly of the spastic type. In 
Case 1 loss of power on one side predominated. In 
all of the cases the pupillary reactions were disturbed 
and there was blood in the cerebrospinal fluid. 

When a small opening was made in the temporal 
region in Case 1, the intracranial tension was found 
to be less than normal; in fact the brain seemed to be 
almost shriveled and was very easily compressed by 
the spatula. 

In Case 2, the ventricle was aspirated through a 
burr opening over the occipital pole. A space of at 
least 1 cm. between the dura and the cortex of the 
brain indicated that the intracranial pressure was 
subnormal. 

The pathologic findings in the two cases which 
came to necropsy justify the conclusion that the 
syndrome was based upon a definite morbid state. 
As the morbid changes were definitely limited to the 
structures anatomically related to the vein of Galen 
and its tributaries, the conclusion is drawn that such 
a syndrome can be accounted for in the lesions des- 
cribed. Some of the signs, such as the disturbance of 
the muscles, the spasticity, the weakness, and the 
increase in the deep reflexes, are fully accounted for 
by the pathologic findings, while others, such as the 
hyperpyrexia, unconsciousness, and low intracranial 
pressure, may perhaps be attributed better to le- 
sions of this part of the brain than to those of any 
other. Morris H. Kaun, M.D. 


NERVOUS SYSTEM 


Marchand, L., and Adam, E.: Fatal Status Epi- 
lepticus in a Woman with a Goiter Who Was 
Subjected to Odéphorectomy; Hypophyseal 
Hemorrhage (Etat de mal épileptique mortel chez 
une femme goitreuse récemment ovariéctomisée; 
hémorragie de l’hypophyse). Bull. et mém. Soc. 
méd. d. hép. de Par., 1923, 3 S. XXxix, 168. 


A woman aged 65 developed hypochondriacal 
symptoms, persistent uterine hemorrhage, and hy- 
pertrophy of the thyroid gland shortly after the 
menopause. In an attempt to relieve the hemorrhage 
and mental symptoms the uterus and ovaries were 
removed. Three months later the patient began to 
have epileptiform seizures and eventually died in 
status epilepticus. 

Autopsy revealed arteriosclerotic changes in the 
cerebrum, extravasation of blood in the pia mater, 
and changes in the cells of the cerebral cortex. The 
thyroid gland showed subacute thyroiditis and the 
hypophysis a recent hemorrhage in the anterior 
lobe. Loyat E. Davis, M.D. 


Scott, S.: Left Temporosphenoidal Abscess; Amne- 
sia for Names of Objects. Cerebellar Abscess; 
Sudden Coma and Apnoea; Recovery after 
Operation During Artificial Respiration. Cere- 
bellar Abscess Five Weeks After the Onset of 
Acute Otitis Media in the Right Side. Proc. 
Roy. Soc. Med., Lond., 1923, xvi, Sect. Otol., 55. 


Case 1. The patient was a 10-year-old girl with 
deafness of the left ear of two years’ duration. An 
otorrhoea which had been present previously ceased 
for eight months after the removal of the tonsils and 
adenoids, but then recurred with pain in the left ear 
and convulsions involving the right side of the body. 
On the patient’s admission to the hospital her tem- 
perature was 101.6 degrees F. and her pulse 96; the 
left external auditory meatus contained pus and 
débris, the left mastoid was slightly tender, knee 
jerks were unobtainable, the superficial abdominal 
reflexes on the right side were weak, and there was 
amnesia for the names of objects. Headache was 
absent. 

A mastoid operation revealed pus and choles- 
teatoma in the antrum, an extradural abscess in the 
middle cranial fossa, adhesions between the dura and 
pia arachnoid extending to the lateral surface of the 
temporosphenoidal lobe, and absence of pulsation of 
the dura. No pus drained from an incision into the 
cortex. 

After the operation the patient’s condition did not 
clear up and she experienced several attacks of vom- 
iting. Three weeks later, at a second operation, a 
brain abscess was found just under the adherent 
dura. This was incised and drained with a rubber 
tube. Thirteen months later the meatus was ste- 
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nosed and a postauricular sinus was present, but the 
child was well. 

CasE 2. The patient, a 17-year-old boy, with 
severe headache, chronic otorrhoea, and clear cere- 
brospinal fluid under pressure, became drowsy and 
then unconscious. During a mastoid operation the 
breathing stopped before the antrum had been 
opened. Under artificial respiration, the dura over 
the middle and posterior fosse2 was exposed and, be- 
cause tension was greater in the posterior fossa, the 
dura posterior to the sigmoid sinus was opened. The 
cerebellum prolapsed freely. On the escape of 2 oz. 
of pus from a large cerebellar abscess, respiration 
was resumed spontaneously, but artificial respiration 
was maintained for some time. After two days of 
coma the patient began to recover but showed coarse 
nystagmus toward the side of the lesion, asynergia, 
and signs of limb coordination on the side of the 
lesion. Three months later he left the hospital ap- 
parently well. 

Case 3. This case was that of a 7-year-old boy 
with otorrhoea and deafness of the right ear who had 
shown drowsiness for one week and had had several 
attacks of vomiting. When he was examined by the 
author his temperature was 98 degrees F. and his 
pulse 130. There was nystagmus to the right with 
deviation to the right in pointing with the right 
arm. 

Operation revealed a very small extradural ab- 
scess on the mesial side of the sigmoid sinus and a 
cerebellar abscess containing '4 oz. of pus. Tube 
drainage was used. At the time of this report the 
patient was progressing favorably. 

The author reports these cases to show the com- 
paratively scant clinical evidence for a diagnosis of 
abscess and the fortuitous circumstances on which 
recovery depends. He mentions also some recent 
fatal cases, including two of cerebellar abscesses in 
which meningitis developed. In one case of tempo- 
rosphenoidal abscess which was diagnosed and drain- 
ed within three weeks of the onset of acute otitis 
media, a slowly spreading terminal oedema of the 
brain developed when the patient was apparently 
recovering. Autopsy in this instance showed that 
the abscess had been efficiently drained and that 
there was no meningitis or intraventricular effusion. 
The cedema was a diffuse form of infective ence- 
phalitis involving the left cerebral hemisphere. 

Wa ter C. Burket, M.D. 


Eagleton, W. P.: Intradural Surgery in Its Relation 
to Abscess of the Brain. Virginia M. Month., 
1923, 1, 367. 

In cases of infection of the ear a brain abscess may 
result from direct extension of the infection through 
the dura or from retrograde thrombophlebitis of a 
cerebral vein. 

In the first instance, the abscess is always con- 
tiguous to the area of bony caries. In the second, it 
is within the cerebral substance and usually adjacent 
to the area of primary bony involvement, but the 
internal surface of the dura is not affected; that is, 


there are no adhesions between the brain and dura 
such as are found in cases of the first type. 

These two types of abscess are designated re- 
spectively as ‘‘adjacent secondary abscess” and 
“intercurrent tertiary abscess.” In cases of the first 
type the abscess is adjacent to the primary focus and 
the intradural pathology is secondary to an infected 
process in the bone. In some cases there is a tract 
leading through the dura mater into the abscess, 
In cases of the second type, the pathological process 
is carried by the blood vessels and the abscess fol- 
lows secondary suppurative processes in one of the 
larger venous sinuses. These abscesses are with- 
out a stalk early in the pathologic change, but a 
stalk may develop from their growth outward. In 
addition, metastatic abscesses may occur. These 
originate from a blood-stream embolus deposited in 
one of the small cerebral veins. Adjacent abscesses 
in the temporo-sphenoidal lobe are generally easily 
located and evacuated. Intercurrent abscesses can- 
not be so accurately localized. 

In the surgical treatment of cerebral abscess it is 
important to plan for subsequent cerebral compres- 
sion before opening the dura mater. A sufliciently 
large bony flap must be made to prevent compres- 
sion and to allow thorough exploration with the least 
amount of damage. 

The author believes that respiratory death follow- 
ing the removal of a brain tumor or the evacuation of 
an abscess is not due to prolapse of the medulla 
alone. An associated displacement of cerebral sub- 
stance causes hemorrhages into the pons and medul- 
la. In increased intracranial tension from a localized 
lesion such as an abscess, particularly a cerebellar 
abscess, the vital centers are displaced away from 
the median line. Consequently blood vessels are dis- 
placed and, because of their elasticity, are stretched. 
This is a gradual process and occurs without hemor- 
rhage. However, if the dura is opened suddenly, ex- 
treme cerebral herniation occurs and the small ves- 
sels of the pons and medulla suddenly rupture. A 
lumbar puncture in the presence of such conditions 
has the same effect. 

The question of drainage is most important, but 
the kind of drainage is of less importance than the 
type of abscess. In a case of acute intracerebral 
abscess without a capsule, the chief object is merely 
to evacuate the abscess. To place drainage material 
in such an abscess is to place an irritant in the brain 
which will favor the continuation of the suppuration. 
In a case of chronic abscess with a capsule an effort 
should be made not only to drain but also to eradi- 
cate the suppuration, that is, the interior of the 
abscess must be cleansed. Vaselined rubber tissue 
will allow drainage with the least amount of irrita- 
tion. The dura must be closed tightly, only the 
smallest possible opening being left for the drain. 

The postoperative care should include frequent 
ophthalmoscopic examinations, blood pressure read- 
ings, and in cases of coma, ventricular or ]umbar 
puncture and the intravenous administration of 
hypertonic saline solution. Loyat E. Davis, M.D. 
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Weigeldt, W.: Air Inflation in the Diagnosis of 
Brain and Spinal Cord Diseases (Die Bedeutung 
der Lufteinblasung fuer Hirn- und Rueckenmarks- 
diagnostik). Fortschr. a. d. Geb. d. Roentgenstrahlen, 
1923, XXX, 63. 

Weigeldt reports on sixty-five cases in which the 
Dandy and Bingel methods were used. Direct 
ventricle puncture by the Dandy method is less dis- 
agreeable to the patient than the inflation of air 
from the lumbar sac, but its drawbacks are a greater 
risk, more difficulty in filling the ventricles when the 
lateral ventricles are narrowed or displaced, the 
necessity for shaving the head, and the necessity 
for a greater number of instruments. Minor symp- 
toms associated with both methods are a transitory 
frontal headache, sweating, nausea, and vomiting. 

When the patient is in the supine position the 
horizontal ray shows the anterior cornua of the lat- 
eral ventricles, and when he is placed in the prone 
position it demonstrates the posterior cornua. On 
frontal exposure with slight turning of the head the 
lateral ventricles can be superimposed and compared 
as to size and shape. Serial exposures showed that 
the injected air is normally resorbed from the sub- 
arachnoid space in from three to five hours and from 
the ventricles in from six to ten hours. In cases of 
pathologic enlargement larger air quantities often 
do not disappear in from two to four weeks. 

Of importance in localizing a space-diminishing 
process are a relatively small quantity of air in the 
subarachnoid space on the same side, displacement 
of the longitudinal brain fissure or the septum pel- 
lucidum toward the other side, and deformity of 
the lateral ventricle on the same side. 

In the spinal cord, total occlusion of the dural sac 
by tumors was never demonstrated, but during the 
air inflation in cases of such growths the patient 
always experienced a violent, stabbing pain at the 
site of the pathologic process. TOBLER (Z). 


Denk, W.: The Danger of Lumbar Encephalo- 
graphy in Cases of Brain Tumors (Ueber die 
Gefahr der lumbalen Encephalographie bei Hirn- 
tumoren). Zentralbl. f. Chir., 1923, |, 471. 


The author reports a third case of death following 
lumbar encephalography, that of a man 26 years old. 
The condition to be diagnosed was characterized by 
choked disk, headache, nausea, vomiting, bilateral 
paralysis of the external rectus, ataxia in the left 
upper and lower extremities, and ankle clonus and a 
positive Babinski sign on the left side. The Wasser- 
mann test was negative. A pathological process in 
the posterior cranial fossa was suspected. 

As an attempt to puncture the ventricle for ven- 
triculography was unsuccessful, 60 c. cm. of spinal 
fluid were withdrawn by lumbar puncture and the 
same amount of oxygen was introduced. The fluid 
was withdrawn in quantities of 4c.cm. The X-ray 
showed that the oxygen did not enter the ventricles. 
Half an hour after the lumbar puncture the patient 
became apathetic and benumbed, and the next morn- 
ing died in convulsions. 


NERVOUS SYSTEM II 


Autopsy revealed a softened area of brain sub- 
stance (glioma) the size of a child’s fist in the left 
temporal lobe and displacement of the lenticular 
nucleus and the median plane toward the right. 

The author believes that lumbar puncture is 
dangerous in cases of brain tumors on account of the 
reduction in the pressure in the lumbar spine which is 
continued up into the cranial cavity. He attributes 
his patient’s death to this procedure and warns 
against lumbar encephalography in cases showing 
signs of increased intracranial pressure. In cases 
without such increased pressure it should be used 
with caution. VoRSCHUETZz (Z). 


Frenkel, S.: The Roentgen Diagnosis of Tumors of 
the Auditory Nerve (Die Roentgendiagnose der 
Acusticustumoren). Moskow. M.J., 1922, ii, 27. 


Following the suggestion of Henschen, the author 
made X-ray exposures of the skull in a sagittal di- 
rection in four cases of tumor of the auditory nerve 
and compared the normal and diseased sides. In 
every instance a dilatation of the internal auditory 
meatus was found. Three of the cases came to 
autopsy. 

Frenkel concludes that in every case in which a 
tumor of the auditory nerve is suspected two lateral 
roentgenograms should be made as these will aid in 
the diagnosis and in the decision as to the type of 
operation which is most suitable. Von Hotst (Z). 


SPINAL CORD AND ITS COVERINGS 


Jaroschy, W.: Late Injuries to the Spinal Cord in 
Congenital Scoliosis and Their Surgical Treat- 
ment (Ueber Spaetschaedigungen des Ruecken- 
marks bei kongenitaler Skoliose und ihre operative 
Behandlung). Beitr. z. klin. Chir., 1923, cxxix, 348. 


Jaroschy reviews the few reports made to date on 
spinal cord injuries in scoliosis and discusses two 
cases of his own in Schloffer’s clinic. The latter were 
cases of congenital scoliosis due to malformation of 
the fourth dorsal vertebra which, at the ages of 17 
and 14 years respectively, caused spastic paralysis 
of the legs with grave impairment of sensibility. 
When the first patient was 18 years old the spinous 
processes and the arches of the second to fifth dorsal 
vertebra were removed, the dural sac was opened, 
palpated, and closed again, and the adjoining dorsal 
nerve roots on the one side were severed. In the 14- 
year old patient a laminectomy from the first to the 
sixth dorsal vertebra resulted in increasing paralysis. 
In a second operation the dural sac was opened and 
could not be closed again. The symptoms of the 
cross-section myelitis in this patient, who was ill for 
only a short time, disappeared almost totally, while 
in the other patient, who had been ill for over a year, 
they became very much less marked. 

The true cause of these manifestations of mechan- 
ical pressure could not be determined even by in- 
spection during operation. Possibly faster growth of 
the spinal cord as compared with that of the bony 
structure during puberty is responsible. Compres- 
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sion of the cord in rhachitic and static scoliosis has 
not been demonstrated. In the differential diagnosis 
spina bifida and tuberculous spondylitis must be 
considered. Scumipt (Z). 


Peiser, A.: Early Surgical Treatment of Acute 
Poliomyelitis (Ueber chirurgische Fruehbehand- 
lung der Poliomyelitis acuta). Zentralbl. f. Chir., 
1923, 1, 116. 

The author believes that in the early treatment of 
acute poliomyelitis not enough attention has been 
paid to the fact that the disease is very often accom- 
panied by spinal meningitis. There is also a marked 
inflammatory cedema of the spinal cord itself which 
plays an important réle in the destruction of the 
ganglion cells through pressure. In Peiser’s opinion 
it might be possible to save the ganglion cells by 
— relieving the pressure on the meninges and 
cord. 

In the literature a case is described in which a 
stream of spinal fluid gushed forth when the dura 
was incised at autopsy. In one of the author’s cases, 
that of a 9-year-old boy with paralysis of the left 
arm seven months after the acute illness, laminec- 
tomy in the region of the fourth to sixth vertebre 
showed the dura to be greatly distended and without 
pulsation. When it was incised, at least four spoon- 
fuls of clear fluid escaped. The cord was white. 
Pulsation did not return, and not even the smallest 
vessels refilled until the fluid had drained away. 
Unfortunately the operation was performed too late 
for successful results. It should have been performed 
immediately after the retrogression of the general 
symptoms of paralysis. As the accumulation of 
spinal fluid was localized at the site of operation 
lumbar puncture would have been of no avail; wide 
opening of the dura was necessary. STREISSLER (Z). 


Beriel, Branche, Devic, Viret, and Wertheimer: 
An Anatomico-Clinical Study of Intraspinal 
Tumors (Documents anatomo-cliniques sur les 
tumeurs intrarachidiennes). Lyon chir., 1923, xx, 
129. 

Neoplasms which may involve the spinal cord at 
some time during their evolution may be classified 
according to their origin as follows: 

1. Tumors outside of the spinal column. 

2. Spinal column tumors: (1) osseous; (2) car- 
tilaginous. 

3. Tumors within the spinal column: (1) extra- 
dural; (2) intradural; (3) intramedullary. 

This study, which deals with only the third class, 
is divided into three parts, viz., the intraspinal 
spread of tumors of the peripheral nerves and dorsal 
roots; the invasion of the vertebral canal by tumors 
arising from the neighboring tissues; and the anatomi- 
cal complications of intraspinal tumors. 

Neurofibromata, neurosarcomata, and_ similar 
tumors are discussed under the term “polyneuro- 
ma.’’ All such growths arise from a nerve bundle 
and progress without involving surrounding struc- 
tures. Their metastases have a predilection for 


nervous tissue or its coverings. The involvement 
within the spinal canal varies with the duration of 
the disease and the malignancy of the tumor. 
Polyneuromata may invade the vertebral canal 
without causing any apparent neurological symp- 
toms. On the other hand, such a tumor may have 
the appearance of a true intraspinal growth. In 
invading the vertebral canal it may pass through 
three stages: a peripheral stage, a radicular stage, 
and a spinal stage manifesting central involvement. 

Two cases are cited to illustrate this invasion of 
the spinal cord. The first was a case in which ampv- 
tation was done because of a polyneuroma of one 
upper extremity. Death occurred three years later 
from a spinal cord tumor involving the roots of the 
lower cervical and upper dorsal spinal nerves. This 
case is cited as an example of invasion by metastases. 
The second case was that of a patient with a tumor of 
the seventh cervical root on the right side which ex- 
tended by continuity and caused secondary pressure 
upon the spinal cord with the formation of syringo- 
myelic cavities. This case is cited as an example of 
gradual invasion along a nerve trunk by con inuity 
of tissues. Both cases illustrated a radicular stage; 
the spinal cord was invaded later. Intraspinal 
metastases may develop w:thin the dura mater or in 
the angle between the bifurcation of the anterior and 
posterior roots, independent of the dura and pia 
mater. 

Primary vertebral tumors are classed as malignant 
and benign. Among the former are fibro-, chondro-, 
and osteosarcomata and myelomata. ‘The first 
group usually develop in the body of the vertebra 
and cause destruction of bone associated with 
spontaneous fractures and luxations and secondary 
involvement of the spinal cord mechanically. Mye- 
lomata are usually multiple and are very malignant, 
causing rapid destruction of bone. The most com- 
mon benign growths are lipomata, chondromata, and 
exostoses. A case of exostosis on the internal surface 
of the vertebral column causing symptoms of cord 
compression is reported. Secondary vertebral tu- 
mors developing from carcinoma of the breast. 
cesophagus, ovary, and thyroid are not uncommon. 
These cause true medullary compression and usually 
attack the spongy tissue of the vertebral body. 
However, they may metastasize about the intra- 
vertebral foramina and give rise to typical radicular 
pain. Tumors of the mediastinum which, in the 
majority of cases, are sarcomata, commonly involve 
the vertebral column but tend to remain extradural. 

The spinal canal is invaded by destruction of the 
vertebre and through a change in the canal due to 


- deformities caused by this destruction. Medullary 


compression may be the first sign of vertebral disease. 
The changes in the size of the spinal canal may be 
caused by destruction of bone with resulting frac- 
tures and dislocations or by exostoses. In some 
cases the tumor may first involve the intervertebral 
foramina and thus primarily attack the spinal nerve 
roots and the blood and lymph vessels. Again the 
spinal cord may be affected by involvement of the 
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meninges either by direct metastases or by thicken- 
ing due to a malignant or infectious process. 

The complications of intraspinal tumors may be 
divided into those affecting the meninges, the spinal 
cord, and the bone. Diffuse sarcomatosis of the 
meninges is rare. A circumscribed serous meningitis 
secondary to an inflammatory lesion may simulate a 
true spinal cord tumor. Mechanical compression of 
the spinal cord due to deformities within the verte- 
bral canal, such as fractures, dislocations, and 
exostoses, is common. Meningomyelitis may give 
rise to serious errors in diagnosis. Varicosities of the 
veins, microscopic hemorrhages into the cord, 
endarteritis obliterans with softening, and subdural 
cirsoid aneurism are among the vascular lesions 
which may cause medullary compression. Syringo- 
myelic cavities within the spinal cord substance often 
accompany sarcoma of the spinal column and have 
been reported with Paget’s disease. Bony complica- 
tions associated with intraspinal tumors are friabili- 
ty of the bones, sponginess, and cavity formation. 

Loyat E. Davis, M.D. 


PERIPHERAL NERVES 


Lenormant, C., and Sénéque, J.: Two Cases of 
Compression of the Brachial Plexus Due to 
Hypertrophy of the Transverse Processes of the 
Seventh Cervical Vertebra (Deux cas de com- 
pression du plexus brachial par hypertrophie des 
apophyses transverses de la 7° vertébre cervical). 
Bull. et mém. Soc. de chir. de Par., 1923, xlix, 997. 


Cases of compression of a nerve or blood vessel by 
a cervical rib are well known, but compression of the 
brachial plexus due to simple hypertrophy of the trans- 
verse processes of the seventh cervical vertebra in 
the absence of a cervical rib are less common. The 
authors have seen seven cases of the latter type and 
in this article report those of two women aged 23 and 
50 years respectively. The first patient showed a 
reaction of partial degeneration of the interosseous 
and hypothenar muscles with slight myosis and 
slight left ophthalmia. Bilateral hypertrophy of the 
transverse processes of the seventh cervical vertebra 
was revealed by the X-ray. At operation, the cer- 
vical nerves, stretched and kinked over the trans- 
verse processes, were incised, freed, and sutured. 
Recovery followed with complete disappearance of 
the degeneration. 

In the second case the hypertrophy of the trans- 
verse processes of the seventh cervical was more 
marked on the right side, and the eighth cervical 
nerve was strangulated. Operation in this case also 
was followed by recovery. W. A. BRENNAN. 


DeMassary, E., and Walser, J.: A Tumor Probably 
of Nerve-Tissue Origin Developing in the Gas- 
tric Wall (Tumeur d’origine nerveuse probable 
dévelopée dans la paroi gastrique: gliome péri- 
phérique). Bull. et mém. Soc. méd. d. hép. de Par., 
1923, 3 S. Xxxix, 284. 


The authors report a case characterized by the 
clinics! picture of advanced secondary anemia, pain 


in the epigastrium, hematemesis, melena, and a 
regular oval, resistant mass, slightly tender upon 
palpation, on the right side of the trunk, below the 
umbilicus. 

Exploratory operation revealed a tumor of the 
anterior wall of the stomach without associated 
glandular enlargement. Upon microscopic examina- 
tion the growth was found to lie just below the 
muscularis mucosz and to infiltrate the submucosa. 
Its structure resembled very closely that of tumors 
arising from peripheral nerves which were described 
by Lhermitte and Leroux as “peripheral gliomata.” 

Loyast E. Davis, M.D. 


Soederbergh, G.: Investigations of the Innervation 
of the Abdominal Wall (Untersuchungen ueber 
die Neurologie der Bauchwand). Zéschr. f. d. ges. 
Neurol. u. Psychiat., 1923. 1xxxi, 206. . 


In the treatment of organic nerve diseases 
operable tumors of the spinal cord occupy a particu- 
larly important place. Most of them lie in the dorsal 
region and are by no means always of the type that 
reveal their level through sensory root symptoms. 
Therefore the motor and reflex symptoms are of 
more significance than the sensory. It is extremely 
desirable, accordingly, that the function of the 
motor thoracic roots be investigated further. In 
laminectomies Soederbergh studied the results of 
faradic stimulation of the dorsal motor roots and 
compared these findings with the clinical evidences 
of irritation and the anatomical findings in cases of 
spinal cord tumors coming to operation or autopsy. 
His observations are summarized as follows: 

The fifth dorsal nerve takes part in the innerva- 
tion of the first cranial segment of the rectus 
abdominis. The sixth dorsal nerve innervates the 
first and second segment of the rectus. The seventh 
dorsal nerve influences the rectus above the um- 
bilicus and the upper portion of the external 
oblique. The sixth and seventh dorsal nerves prob- 
ably govern the upper portion of the transversus. 
The eighth dorsal nerve innervates the rectus above 
the umbilicus and the muscles of the flank to a little 
below the level of the umbilicus. The ninth dorsal 
nerve is the chief innervator of the transversus at 
the level of the umbilicus, and takes part in the 
innervation of the middle portions of the muscles 
of the flanks and the rectus below the umbilicus. 
The tenth dorsal nerve innervates the middle por- 
tion of the internal oblique and also takes part in 
the innervation of the muscles of the flank below 
the umbilicus and of the rectus below the umbili- 
cus. According to other investigators, particularly 
Dawindenkoff, the eleventh dorsal is the chief in- 
nervator of the rectus below the umbilicus. The 
twelfth dorsal and the first lumbar nerves innervate 
the rectus below the umbilicus and the lower por- 
tions of the muscles of the flanks. 

In addition Soederbergh carefully studied the 
abdominal reflexes in 700 persons. The upper reflexes 
were never associated with contractions below the 
level of the tenth rib. In the main, the contractions 
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corresponded to the function of the seventh dorsal 
nerve, and the sixth dorsal nerve as an accessory. 
Stimulation occurred lowest down when the ninth 
dorsal nerve was stimulated. This reflex therefore 
belongs to the region from the sixth or seventh dorsal 
nerve to the ninth. In 696 of the 700 cases the mid- 
dle abdominal reflex was confined to the mesogas- 
trium, corresponding to the motor roots, the eighth 
and ninth dorsal nerves. Deep stimulation of the 
tenth dorsal nerve indicated that the localization of 
the middle reflexes is to be sought in the eight to 
tenth dorsal nerves. The lower abdominal reflex 
was usually polymorphous. In 97 per cent of the 
cases the contractions occurred below the level of 
the umbilicus, chiefly in the area of the tenth to 
twelfth dorsal nerves (first lumbar?), less often in 
that of the ninth dorsal nerve. The lower reflex is 
localized in the region from the ninth or tenth to 
twelfth dorsal nerve (first lumbar?) according to the 
situation of the point of stimulation in the twelfth 
dorsal. WrebeE (Z). 


SYMPATHETIC NERVES 


Papilian, V., and Cruceanu, H.: The Effect of Bi- 
lateral Cervical Sympathectomy upon the 
Respiratory Movements (Der Einfluss der beider- 
seitigen cervicalen Sympathektomie auf die Respi- 
rationsbewegungen). Clujul med., 1923, iv, 1. 

In thirty rabbits the authors found that sym- 
pathectomy with destruction of the upper cervical 
ganglia or simple destruction of the ganglia and their 
treatment with a r per cent solution of nicotine de- 
creased the number of respiratory movements by 
half. This phenomenon persisted for from eight to 
ten days and was accompanied by pronounced 
tracheo-bronchial sounds. In two animals, the same 
region was exposed without sympathectomy or de- 
struction of the ganglia in order to determine the 
effect of trauma; no changes in the respiratory fre- 
quency resulted. 

Following an injection of adrenalin the rate of 
the respiratory movements returned to normal. 
Necropsy revealed, in addition to hyperemia of 
the brain, a congestion of the tracheo-bronchial tree 
and the diaphragm. The authors suggest that this 
congestion may be the cause of the slowing of the 
respiration through the stimulation of sympathetic 
fibers leading with the vagus and phrenic nerves to 
the bronchi and the peritoneum. Urecuia (Z). 


Wiedehopf: Experimental Research on the Effect 
of Nerve-Freezing and Peri-Arterial Sympa- 
thectomy on the Vessels of the Limbs (Experi- 
mentelle Untersuchungen ueber die Wirkung der 
Nervenvereisung und der periarteriellen Sympa- 
thektomie auf die Gefaesse der Gliedmassen). 47 
Versammil. d. deutsch. Gesellsch. f. Chir., 1923. 


The author reports experiments made to deter- 
mine the course of the nerves of the peripheral blood 
vessels of the extremities. The method used was 
plethysmography which shows even minute reac- 


tions of the vessels through changes in the volume 
of the limb. In dogs, the hind foot was plethysmo- 
graphed. Painful irritation of the abdominal skin 
or the muzzle caused a decrease in volume through 
contraction of the peripheral vessels, the bloud pres. 
sure remaining constant. When peri-arterial sym- 
pathectomy was done on the femoral artery, neither 
the volume of the extremity nor the reaction of the 
vessels showed any change. Subsequent freezing 
of the sciatic nerve caused an increase in volume 
and volume pulse, and complete or almost complete 
arrest of the reaction to pain. The latter ceased 
regularly when, after freezing, the femora! nerve 
was severed. Freezing was followed constantly by 
hyperemia of the hind foot. The results were the 
same when the test sequence was reversed. 

In man, the hand was plethysmographed. Nerve 
conduction was blocked with a 3 or 4 per cent novo- 
caine solution without adrenalin. Anesthesia of the 
radial nerve 2 in. above the wrist caused only a 
slight increase in volume. Following interruption 
of conduction in the ulnar or median nerve there was 
a more distinct increase in the hand yolume, the 
volume pulse grew larger, and the reactions to pain, 
fright, and cold were considerably decreased. Inter- 
ruption of the three nerves at the same time stopped 
all reaction. In the anesthetic region the skin tem- 
perature rose from 3 to 5 degrees. 

From these findings the author concludes that 
the peripheral blood-vessel nerves of the limbs are 
located in the mixed nerves, approach the blood ves- 
sels segmentally, and do not run continuously with 
the latter to the periphery. Therefore the effect of 
peri-arterial sympathectomy cannot be caused by 
the severance and resection of the nerves running to 
the periphery alongside the blood vessels. The find- 
ings of these experiments agree completely with the 
established teachings of anatomy and physiology. 

Wiebuorr (Z). 


Bruening, F.: The Late Results and Unfavorable 
Results of Peri-Arterial Sympathectomy, and 
the Application of This Operation to the Treat- 
ment of Arteriosclerotic Gangrene (Ueber 
Dauererfolge und Misserfolge der periartcriellen 
Sympathektomie, insbesondere ueber ihre .\usfueh- 
rung bei der arteriosklerotischen Gangraen). Alin. 
Wchuschr., 1923, ii, 923. 

Re-examination of cases of Renaud’s disease and 
scleroderma which had been treated more than a 
year previously by peri-arterial sympathectomy 
showed a complete cure in every instance. In the 
cases of Renaud’s disease the trophic distur!ances 
and severe pain had ceased entirely, and in those of 
scleroderma the painful attacks of vascular spasm 
had never returned. With regard to both conditions 
it is justifiable to speak of a permanent cure. _ 

When the operation results unfavorably, its failure 
is due chiefly to faulty operative technique The 
adventitia must be removed so thoroughly that no 
tissue at all remains on the smooth muscularis with 
the appearance of mother-of-pearl. Moreover, the 
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operation must be performed high up on the affected 
extremity —in the arm, where the axillary artery be- 
comes the brachial, and in the leg, close to the groin— 
and for an extent of 10 to 12 cm. The results will 
be unfavorable also if the operation is performed in 
the absence of proper indications. It is indisputably 
indicated, however, in trophic disturbances follow- 
ing nerve injuries when the irritation at the site of 
the injury cannot be removed in any other way, in 
all transitory angiospastic conditions, such as inter- 
mittent claudication, vasomotor trophic neuroses, 
angiospasm in the presclerotic stage of arterio- 
sclerosis, and in persistent angiospastic conditions. 

The most difficult question to answer is whether 
it is indicated in cases of threatening or beginning 
gangrene following arteriosclerosis and endarteritis 
obliterans, since the progress of these basic condi- 
tions cannot be arrested by operative interference. 
Because of the hyperemia of the peripheral por- 
tions of the extremities following the operation, 
there scems to be a possibility of preventing threat- 
ening gangrene and even of effecting rapid healing in 
early gangrene, but it must be borne in mind that 
immediately after the operation the nutrition of 
the tissues is still further reduced by spasm of the 
artery and that even though this is transitory, it 
may be sufficient to make manifest a threatening 
gangrene or to aggravate a gangrene already present. 
In one of the author’s cases of beginning gangrene 
of the foot, peri-arterial sympathectomy led to a 
complete cure, but it is not known how long this 
will continue. 

In diabetic and embolic gangrene peri-arterial 


sympathectomy is contra-indicated. 
In very rare instances even a properly carried out 


operation is without effect. STAHL (Z). 


Daniélopolu, D.: Investigations of Visceral Sen- 
sibility: The Possibility of Relieving Angina 
Pectoris by Resection of the Posterior Roots or 
the Corresponding Spinal Nerves (Recherches 
sur la sensibilité viscérale—possibilité d’améliorer 
l'angine de poitrine par la résection des racines 
postérieurs ou des nerfs spinaux correspondants). 
Bull. et mém. Soc. méd. d. hép de Par., 1923, 3 s. 
xxxix, 778 


In a previous article the author showed that in 
attacks of angina pectoris the pain could be over- 
come by anesthetizing the spinal nerves upon the 
left side beyond the rami communicantes. From 
this finding he concluded that visceral pain is trans- 
mitted while other visceral sensibility resides within 
the viscus itself. He assumed, further, that resec- 
tion of the posterior roots or resection of the eighth 
cervical and first four dorsal spinal nerves upon the 
left side would ameliorate anginal pain. In a case 
in which such an operation was performed, it was 
demonstrated that this theory was correct and that 
the second dorsal root was of primary importance. 

The author argues that the sensory aortic-cardiac 
fibers pass by way of the rami communicantes which 
unite the inferior cervical ganglion and the first 


thoracic sympathetic ganglion with the eighth cer- 
vical and the first four or five dorsal root ganglia. 
While it is true that some of the sensory cardiac 
fibers ascend in the vagus, the majority are probably 
contained in the cervical sympathetic trunk. After 
reaching the level of the dorsal root, spinal ganglia 
visceral sensibility is carried by the tracts of general 
sensation. Within the sympathetic trunk, sympa- 
thetic cardiac accelerator fibers, pulmonary vaso- 
constrictor fibers, and coronary vasodilator fibers 
are intimately associated, but at the level of the 
union of the anterior and posterior spinal roots they 
separate to form the spinal nerves, the centripetal 
fibers following the posterior roots and the centrifu- 
gal fibers the anterior roots. This, in substance, 
is the argument in favor of posterior root section. 
In the author’s opinion, section of the spinal nerves 
corresponding to the area of pain radiation may pro- 
duce a like result. 

Cervical sympathectomy, by sectioning all of the 
fibers mentioned, may produce severe myocardial 
damage to an already poorly nourished heart, inter- 
ference with cardiac rhythm, and pulmonary oedema. 

Loyat E. Davis, M.D, 


Bruening: The Operative Treatment of Angio- 
spastic Attacks, Especially Angina Pectoris 
(Die operative Behandlung angiospastischer Zu- 
staende, insbesondere Angina pectoris). 47. Ver- 
samml. d. deutsch. Gesellsch. f. Chir., 1923. 


The beneficial action of peri-arterial sympathec- 
tomy has been proved repeatedly. Leriche has re- 
ported a case in which its results were still present 
after three and one-half years, and Redner has re- 
ported beneficial effects lasting for a year and a half 
in a case of scleroderma of two years’ duration and a 
case of angiospastic gangrene of eight months’ dura- 
tion. Failures are due to faulty technique or the 
performance of the operation in the absence of indica- 
tions. 

The adventitia of the afferent main artery must be 
removed with all vasa vasorum for a distance of 10 
cm. and from the entire circumference of the vessel. 
The indications for the operation are trophic ulcers, 
angiospastic attacks, and arteriosclerosis. In one 
case of arteriosclerotic gangrene reported by Red- 
ner the operation was followed, after a set-back for 
six days, by sudden improvement and subsequent 
healing. Recently, following Jonnescu’s example, 
Redner has undertaken to extirpate the plexus in 
angina pectoris. In one case treated in this manner 
the blood pressure fell and the extremely painful 
attacks ceased. Besides the plexus and its ganglia 
the uppermost pectoral ganglion (stellate ganglion) 
must be removed. 

An attempt to cure a case of hypertonia by extir- 
pation of the plexus with peri-arterial sympathec- 
tomy on the carotid and vertebral arteries was with- 
out permanent benefit. In another case this treat- 
ment cured the after-effects of encephalitis by im- 
proving the blood supply to the brain. 

STETTINER (Z). 
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Jonnesco, T.: Resection of the Sympathetic for 
Angina Pectoris (La résection du sympathique 
dans l’angine de poitrine). Presse méd., Par., 1923, 
XXxxi, 517. 

Several objections have been offered to the pro- 
cedure of resecting the cervical sympathetic trunk 
in cases of angina pectoris. Briefly, these are: (1) 
The cardiac sensory nerves are destroyed while the 
vagus remains intact. (2) The vasodilator nerves to 
the coronary arteries are destroyed in a condition 
in which the myocardium is already compromised 
by disturbance of nutrition. (3) The pulmonary 
vasoconstrictor fibers are destroyed with the pos- 
sibility of producing pulmonary cedema. (4) The 
accelerator fibers to the heart are sacrificed, the 
fundamental contractility of the heart being thus 
diminished. 

The author refutes these contentions by stating 
that the sensory fibers from the central nervous sys- 
tem to the heart are contained within the vagus 
nerve; they are not concerned with the transmission 
of pain but are part of a reflex arc controlling the 
force of the heart beat and the circulatory pressure. 
The réle of the sympathetic as a vasodilating mech- 
anism of the coronary arteries is very doubtful. In 
the light of physiological experimentation the de- 
struction of the pulmonary vasoconstrictors is of no 
importance, and it has been shown also that animals 
show no diminution in the force of the contraction 
of the heart after sympathectomy. 


The author reviews his own clinical cases and 
refers to the report of Coffey and Brown to empha- 
size the fact that angina pectoris is benefited by 
cervical sympathectomy. Loyat E. Davis, M.D. 


MISCELLANEOUS 


Jordana, J. V.: The Cerebrospinal Fluid and Its 
Relation to the Elimination of Urine (1:1 liquido 
céfalo-raquideo y su relaci6n con la eliminaci6n 
urinaria). Arch. de med., cirug. y especial, 1923, 
xii, 3. 

From a study of twenty-one cases of diabetes, both 
insipidus and mellitus, the author draws the follow- 
ing conclusions: 

1. The withdrawal of cerebrospinal fluid in cases 
of diabetes insipidus with spinal hypertension causes 
a decrease in the quantity of urine eliminated in 
twenty-four hours. This decrease is proportional 
to the quantity of fluid withdrawn. 

2. The withdrawal of cerebrospinal fluid in cases 
of diabetes mellitus does not cause any qualitative 
or quantitative changes in the urine. 

3. In normal persons and in diabetics without 
spinal hypertension, lumbar puncture does not cause 
any noteworthy change. 

4. The arterial tension is in direct ratio to the 
tension of the cerebrospinal fluid and is increased 
at the moment of puncture by the reaction to the 
slight trauma. W. A. BRENNAN. 
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CHEST WALL AND BREAST 


Kufanoff, J.: Tumors of the Male Breast (Gesch- 
wuelste der maennlischen Brustdruese). Klinitsch- 
eskaja Med., 1922, ii. 

On the basis of three cases observed by himself 
and a review of the literature, the author arrives at 
the following conclusions: 

Tumors of the male breast are rare. In the autop- 
sy material of eleven large cities of Russia (totaling 
212,000 autopsies) carcinoma of the male breast was 
observed in only five cases. Most of the subjects 
were elderly men. Trauma is often a definite etiolog- 
ical factor. Cures are more uncommon than in the 
female. 

Benign neoplasms in the male breast are more 
rare than malignant growths. The clinical picture 
is similar to that in the female. The most common 
benign growths are tumors of a connective tissue- 
epithelial character, such as the adenofibroma which 
often is due to mastitis. 

This article contains the first collection of cases 
made in Russia, thirty-three in all. 

BLUMENTHAL (Z). 


TRACHEA, LUNGS, AND PLEURA 


Maier, O.: Intratracheal Tumors of the Thyroid 
Gland, with the Report of a Case Cured by 
Operation (Ueber intratracheale Schilddruesen- 
geschwuelste an Hand eines operativ geheilten 
Falles). Arch. f. klin. Chir., 1923, cxxii, 825. 


A woman, 32 years old, who was operated upon 
in the eighth month of pregnancy for a nodular col- 
loid goiter, was seized with attacks of increasing 
dyspnoea a few weeks after a normal delivery and 
re-entered the hospital for the relief of this condition 
twenty-one weeks after the first operation. Laryn- 
goscopy revealed on the left, under the subglottic 
space, a hemispherical protrusion which was covered 
by very red mucosa and greatly constricted the 
lumen of the trachea. Following a deep tracheotomy 
and dilatation of the tracheal walls upward, a hemi- 
spherical tumor as long and thick as the phalanx of a 
finger was found attached by a broad pedicle to the 
left tracheal wall. The mucosa over the tumor was 
split and the tumor curetted out. The hemorrhage 
from the bed of the wound was controlled with the 
Paquelin cautery and sutures, and the trachea was 
sutured above the tracheotomy wound. 

Recovery followed but was delayed by bronchitis 
and wound infection. When the patient was dis- 
charged, endoscopic examination showed the trachea 
and larynx to be free from obstruction. 

On microscopic examination the tracheal tumor 
proved to be a proliferating adenopapilloma of the 


thyroid gland. The primary goiter was not examined 
microscopically. 

In connection with this case, Maier discusses the 
etiology, symptoms, and treatment of intratracheal 
goiters and reviews the literature which has appeared 
since his comprehensive work on the subject in 1920. 

MARWEDEL (Z). 


Hauke, H.: Thoracoplasty in Tuberculosis of the 
Lungs (Zur Thorakoplastik bei Lungentuberku- 
lose). Bettr. z. klin. Chir., 1923, cxxix, 456. 


If artificial pneumothorax and thoracoplasty are 
compared in the surgical treatment of tuberculosis 
of the lungs, thoracoplasty will be found easier to 
perform if it is done in two or more stages. By 
this method the more serious postoperative dis- 
turbances, such as flutterings of the chest wall and 
paradoxical breathing, are averted. The procedure 
of choice is Sauerbruch’s paravertebral resection of 
the ribs from the eleventh to the first, by which a 
satisfactory compression of the thoracic cavity is 
obtained. The functional rest secured is due to the 
removal of the ribs to the very limit of the costal 
angle, and to the considerable collapse of the thoracic 
wall. The narrowing of the thorax produced in this 
way effects a more uniform compression than pneu- 
mothorax, and the lung retraction thus obtained is 
permanent. These statements are based on opera- 
tive results. Scumipt (Z). 


Naegeli, T.: The Surgical Treatment of Bron- 
chiectasis (Die chirurgische Behandlung der 
Bronchektasen). Zischr. f. erztl. Fortbild., 1923, xx, 
193- 

The elimination of the basic disease, which fre- 
quently is congenital or arises in connection with 
stenoses, shrinking processes of the lung, or the 
abuse of alcohol and tobacco, is a difficult problem. 
Early operation gives the best results, but the early 
diagnosis and the determination of the location and 
extent of the disease is often very difficult. Cases of 
bilateral involvement are generally not suitable for 
operative treatment. The congenital bronchiectasis, 
located usually in the left lower lobe, offers a better 
prognosis. 

The extrapleural operative methods include thora- 
coplasty and pneumolysis, and the intrapleural 
methods include artificial pneumothorax, compres- 
sion of the lobe by plication and tamponade, ligation 
of the pulmonary artery and lobectomy. Pneumot- 
omy is only a palliative procedure which, though re- 
moving the decomposing tissue, leaves behind a 
bronchial fistula which frequently can be closed only 
by a two-stage operation. Thoracoplasty does not 
give as good results as in tuberculosis because the 
bronchial wall has generally lost its pliability; it 
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may be supplemented by pneumolysis, but because 
of the danger of secondary infection the latter should 
never be complicated by plugging with fat or paraffin. 
Phrenicotomy plays just the same unimportant part 
in this treatment as in artificial pneumothorax. 

Ligation of the pulmonary artery causes shrinkage 
of the tissue of the lung but has little effect on the 
rigid walls of the bronchial tube. Better compression 
is obtained by displacement of the lobe of the lung 
(Garré), but this is not always sufficient. The 
method of Henschen, who displaced the pulmonary 
lobe between the paralyzed diaphragm and the lobe 
of the liver, and that of Schepelmann, who resected 
the diaphragm and brought abdominal organs into 
the thorax, have been tried only on animals. 

Extirpation of the diseased portion of the lung, 
which is possible only when the disease is limited to 
one lobe, remains as the only therapy removing the 
cause. The technique must overcome very great 
difficulties as the occlusion of the bronchus is not 
always successful. The best procedure consists in 
ligation of the pulmonary artery, plication of the 
lobe, or thoracoplasty, and then, after shrinkage has 
set in, a supplementary extirpation at a second or 
third operation. Extirpation removes also the dan- 
ger of malignant degeneration of the lung. 

BANGE (Z). 


Von Winterfeldt, H. K.: The Roentgenology of 
Gangrene of the Lung (Beitrag zur Roentgeno- 
logie der Lungengangraen). Fortschr. a. d. Geb. d. 
Roentgenstrahlen, 1923, XXX, 301. 


The developed lung abscess formed through tis- 
sue destruction is a practically encapsulated cavity. 
Gangrenous lung tissue is a dirty, grayish-green 
mass which gradually disintegrates into a foul-smell- 
ing fluid. Gangrenous cavities are formed by the 
coughing up of non-encapsulated gangrenous foci. 
Their walls are irregular, shredded, and ill-defined. 

Because of the difference in the pathogenesis of 
lung abscess and lung gangrene their roentgen pic- 
tures are different. The abscess is shown by the 
X-ray as a more or less large, round bladder sur- 
rounded by pyogenic membrane and with a fluid 
level whatever the patient’s position. The gangrene 
cavity shows a fluid level with an indistinct air 
bubble above it, within an irregular shadow; the 
walls of the cavity are not distinct. However, the 
differential diagnosis between abscess and gangrene 
is seldom possible from the roentgen picture alone. 

In conclusion the author strongly recommends 
treatment with neosalvarsan. Lorne (Z). 


(ESOPHAGUS AND MEDIASTINUM 


Jackson, C.: Peroral Endoscopy—Cardiospasm, 
Preventriculosis, or Preventricular Stenosis? 
J. Laryngol. & Otol., 1913, xxxviii, 431. 


The author prefers the term “preventriculosis” 
to the obsolescent, if not obsolete term, ‘cardio- 
spasm” because it has been shown, largely through 
cesophagoscopy, that the stenosis in the syndrome is 


not at the cardia. The various diseases producing 
preventriculosis are organic, spasmodic, and com- 
bined organic and spasmodic. 

As an organic cause of stenosis, Sargnon has 
reported a congenital valvular condition, and some 
observers have noted cicatrices. According to Rol- 
leston, paralysis or continued inhibition of the ceso- 
phageal longitudinal muscular fibers may interfere 
with the opening of the cardiac sphincter and cause 
hypertrophy. Solis-Cohen and McNab mention 
unbalanced endocrines as a factor. 

In the author’s opinion, the cramp or failure to 
open is due to the pinch-cock action of the peri- 
cesophageal diaphragmatic structures, especially the 
sphincter-like prolongations of the crura which 
coexist with kinking of the abdominal cesophagus. 
Normally this pinch-cock action prevents retrograde 
leakage of fluid that is swallowed when the head is 
down. A disordered action of the coordinated inner- 
vation producing the pinch-cock action might cause 
preventriculosis. 

Mosher believes that the lower cesophageal open- 
ing is produced by liver movement imparted by the 
diaphragmatic and abdominal muscles during respi- 
ration. When the liver is up, a momentary narrow- 
ing of the oesophagus occurs at the upper edge of the 
liver. When the liver is down, the cesophagus is 
open. In cases of preventriculosis there is usually an 
element of stricture at the level of the upper edge 
of the liver. Occasionally Mosher has demon- 
strated by the cesophagoscope and X-ray a narrow- 
ing of the entire liver tunnel. Stricture has been 
found in the central part of the tunnel. Narrowing 
is probably secondary to some previous traumatic or 
inflammatory process. Below the stricture the sub- 
diaphragmatic oesophagus is considered normal. 

Wa ter C. Burkert, M.D. 


Grégoire, R.: Seven Cases of Pharyngo-(sophageal 
Diverticula (Sept cas de diverticule pharyngo- 
oesophagien). Bull. et mém. Soc. de chir. de Par., 
1923, xlix, 320. 

Pharyngo-cesophageal diverticula, formerly re- 
garded as rare, are now being discovered more fre- 
quently as the methods of examination improve. 
The author has seen seven cases. In this article he 
reports four cases, two of which were treated sur- 
gically. 

The diverticula under discussion are found at the 
juncture of the oesophagus and pharynx, in the space 
between the inferior border of the constrictor 
pharyngis inferior and the upper border of the crico- 
cesophageal muscles or, according to Kilian, between 
the superior and inferior portions of the cricopharyn- 
geal muscle. 

The presence of a diverticulum is not an absolute 
indication for operation. Even diverticula of con- 
siderable size may not cause symptoms. However, 
cancerous change is not rare, and in the majority o! 
cases operation is necessary for the relief of discom- 
fort, regurgitation, attacks of suffocation, an 
starvation. 
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The diverticulum is always posterior, but often 
prominent on the side. The author refers to previous 
articles for a description of his operative technique. 
Suture of the oesophageal walls he regards as better 
than invagination. In the majority of cases a pre- 
liminary gastrostomy is unnecessary. For two or 
three days following the operation the patient is 
nourished by rectal enemata and glucose infusions. 
He is then given sterilized fluid for a few days and 
after fourteen days a general diet. 

In two of the author’s cases fistula resulted from 

partial opening of the suture but closed in seven and 
ace days respectively. In the other cases re- 
covery was uneventful. Rupotr Marx, M.D. 


Vinson, P. P.: Carcinoma of the Csophagus. 
Am. J. M. Sc., 1923, clxvi, 402. 

From August 1, 1919, to August 1, 1921, 154 pa- 
tients with cancer of the oesophagus were studied in 
the Mayo Clinic. All but two were traced, and a 
critical analysis of the group is presented. In the 
author’s opinion, cancer of the oesophagus is more 
common than is generally believed. 

The symptoms depend largely on the stage of 
the disease. In the early stages there is usually 
slight dysphagia during the swallowing of solid food. 
As the iesion progresses, soft foods, and finally 
liquids become obstructed. The food obstruction is 
progressive, without remissions. It usually develops 
gradually but may begin suddenly. By the time 
the first symptom appears the disease is well ad- 
vanced. Hiccough is an early and not infrequent 
symptom. Regurgitation is common. Generally it 
is voluntary and not delayed as in cardiospasm. As 
a rule the oesophagus is very little dilated above the 
stricture. There is a continual loss of weight because 
of the food restriction. Pain is a late manifestation. 
It is substernal, and may or may not accompany 
swallowing. 

In the series of cases reviewed the average dura- 
tion of symptoms was seven months and the shortest 
duration three weeks. 

One hundred and twenty-seven of the patients 
were men, and twenty-seven were women, a ratio 
of about 5:1. All but seven were more than 40 years 
of age. The youngest was 34 years old. 

The location of the lesion varied according to sex. 
In sixteen of the twenty-seven women the lesion was 
at the introitus, whereas in sixty-four of the 127 
men it was from 27.5 to 37.5 cm. from the incisor 
teeth. Twenty-one of the patients had metastases, 
eleven of them from a lesion at the introitus. The 
apparently greater tendency for metastasis to occur 
in cases of lesions of the introitus was probably due 
to the fact that in such cases the cervical glands 
Were usually involved and the condition therefore 
more easily recognized. As the majority of the 
women had a lesion of the introitus, the relative 
increase in metastasis in females may be more ap- 
parent than real. 


In the recognition of malignant cesophageal dis- 
ease the history is of the greatest importance. The 
use of a blunt olive passed by means of a whale- 
bone staff on a previously swallowed silk thread is 
of the greatest aid. The appearance of pink-tinged 
mucus on the wire spiral used as a guide on the 
thread when sounds are passed through a stricture is 
almost pathognomonic. The roentgenogram is of 
value in the diagnosis, but not infallible. The 
cesophagoscope is of limited diagnostic aid. 

H. J. Morrscu, M.D. 


Sauerbruch, F.: Tr pultr 'y Exposure of the 
(Esophagus (Die transpulmonale Freilegung der 
Speiseroehre). Zentralbl. f. Chir., 1923, 1, 889. 


Sauerbruch describes a new method of exposing 
the posterior mediastinum to reach the oesophagus, 
which he calls ‘‘transpulmonary exposure of the 
mediastinum and opening of the mediastinal cavity.”’ 
This method is indicated when the mediastinal cavity 
is filled with solid adhesions and bands rendering 
anatomical orientation difficult or impossible. The 
hilus and the posterior mediastinal cavity are 
approached through the lung. 

Sauerbruch tried this procedure in a case of perfo- 
ration of an oesophageal diverticulum into the lower 
lobe of the right lung. From the widely opened 


‘abscess cavity he worked his way through the lung 


to the oesophagus by stages, backward and toward 
the center of the chest, severing and tying all inter- 
vening vessels. He gained access to the diverticulum 
at the level of the fourth thoracic vertebra. A slit- 
shaped fistula with white edges measuring 3 by 2 
cm. revealed the perforation into the bronchus and 
admitted a thin probe into the oesophagus. By the 
extensive removal of bone the large defect in the lung 
was then decreased so that at the time this article 
was written only suture or plastic closure of the fis- 
tula remained to be done. Bove (Z). 


MISCELLANEOUS 


Hagen-Torn, I.: A Method of Obtaining Wide 
Access to the Chest Cavity Without Causing 
Secondary Deformity of the Thorax (Line 
operativ Methode zum breiten Zutritt in die 
Brusthoehle ohne sekundaere Deformation des 
Brustkorbes). Klinitscheskaja Med., 1922, ii. 


In cadavers and clinical cases the author found 
that a skin-and-muscle flap turned back in the region 
of two ribs on the anterior wall of the chest would 
give satisfactory access to the thoracic cavity with- 
out resection of the ribs. Four cases are reported. 
One was a case of diaphragmatic hernia following a 
gunshot wound, and another a gunshot wound of the 
right auricle. In one case the operation was per- 
formed under local anaesthesia, which the author 
prefers. As a rule the flap was formed with its base 
at the sternum. This method never caused any 
deformity of the thorax. BLUMENTHAL (Z). 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Caccini, V.: The Cure of Acute Purulent Diffuse 
Peritonitis by Intraperitoneal Injections of 
Sulphuric Ether (La guarigione della peritonite 
acuta purulenta diffusa con iniezioni endoperitoneali 
di etere solforico). Policlin., Rome, 1923, xxx, sez. 
prat., 558. 


Caccini reports four cases of acute purulent diffuse 
peritonitis treated by intraperitoneal injections of 
sulphuric ether. In the first case only one injection 
was made as the patient died. The second, third, 
and fourth patients were given five, six, and three 
injections respectively, and recovered. 

The ether injected into the peritoneal cavity in- 
creases the resistance of the peritoneum, favors 
deep restorative sleep by causing anesthesia of the 
parts, disinfects the peritoneum and the pus, and 
transforms the sterile exudate into an autogenous 
and specific serum. Because of the rapidity of the 
cure the treatment is similar to a Besredka tachy- 
phylaxis. W. A. BRENNAN. 


Hueltl, H.: The Surgical Treatment of Diffuse 
Peritonitis (Die chirurgisch Behandlung der 
diffusen Peritonitis). Gyégydszat, 1923, 220. 

Every case of diffuse progressive peritonitis should 
be operated upon just as soon as the diagnosis is 
made, the only exceptions being pneumococcus 
peritonitis and gonococcus peritonitis. Early recog- 
nition is of the utmost importance; it is less of an 
error to operate needlessly upon a case of chronic, 
quiet, circumscribed peritonitis (perimetritis), peri- 
cholecystitis, or pericolitis than to delay operation 
when it is indicated. The chief problem of treatment 
is to block off and remove the source of infection. 
Exudate found in the abdominal cavity can be re- 
moved just as successfully by irrigation as by spong- 
ing. The author is an advocate of careful drainage. 
The intestine must not be injured in this procedure 
and must not be allowed to glide out of the abdomi- 
nal cavity. The operator should follow the motto of 
Murphy: ‘In quickly and out quickly.” 

The treatment of the abdominal cavity with anti- 
septics is not to be recommended at present. Drain- 
age should be established at every point where the 
exudate collects. For this purpose gauze strips are 
brought to the surface of the laparotomy wound. 
Other incisions are usually superfluous. The removal 
of the exudate is facilitated by the Rehn-Fowler 
half-sitting position. Enterotomy or enterostomy to 
empty the distended intestine is justifiable only in 
practically hopeless cases. The best method of stim- 
ulating peristalsis is the application of heat. To 
stimulate the heart action, intravenous injections of 
caffein, camphor, or a digitalis preparation are of 


great value. The dehydrated organism can be given 
fluid by Murphy-Katzenstein proctoclysis. The 
value of intravenous saline infusion has not been 
settled up to the present time. Von Losmayer (Z). 


Cantalamessa-Carboni, L.: The Question of En- 
terostomy in Acute Peritonitis (Contributo alla 
questione della enterostomia nella peritonite acuta), 
Policlin., Rome, 1923, xxx, sez. prat., 926. 


In the author’s case of peritonitis, laparotomy 
disclosed a perforated ulcer of the small intestine. 
The opening was sutured and the abdominal wound 
closed without drainage. The peritonitis seemed to 
have subsided and by the fourth day after the 
operation there was an abundant fecal discharge. 
However, this improvement was soon followed by a 
change for the worse with rapid pulse, delirium. and 
cyanosis ending in death. There was no autopsy. 

The author questions whether in such cases of 
acute peritonitis due to a perforated ulcer an en- 
terostomy done at the time of the primary operation 
might not be a life-saving measure. In 1911 Krogius 
reviewed 107 cases of enterostomy done as a comple- 
mentary operation to the removal of the cause of 
the peritonitis. There were thirty-six recoveries. 
Recently Delore and Conrozier have also recom- 
mended enterostomy in acute peritonitis after cleans- 
ing of the peritoneum. The causal lesion should be 
treated first, but if this is all that is done the condi- 
tion is often fatal on account of the vicious circle 
established between the peritonitis and ileus. The 
intestine covered with infected peritoneum is para- 
lyzed, its contents ferment, and the loops become 
distended. Thus the paralysis is aggravated and the 
peritonitis is maintained by septic impregnation of 
the serosa and coats of the intestine. In the author's 
opinion, enterostomy might prevent such compli- 
cations. W. A. BRENNAN. 


Nagel, G. W.: The Etiology and Importance of the 
Cystico-Duodeno-Colic Fold. Surg., Gynec. & 
Obst., 1923, XXxvii, 365. 

Peritoneal folds are occasionally found extending 
from the fundus of the gall-bladder to the duodenum 
and transverse colon. These originate in fetal life, 
are due to persistence of the ventral mesentery 
caudad to the gall-bladder and bile ducts, and form 
a direct continuation with the lesser omentum. 

Harris, Hamman, Homans, and others report 
cases in which the symptoms led to a diagnosis of 
chronic cholecystitis, cholelithiasis, or duodenal ulcer, 
but operation revealed only abnormal folds, undoub- 
tedly of embryonic origin, which extended from the 
gall-bladder to the duodenum or transverse colon. 
In most of the cases simple sectioning of the folds 
resulted in a permanent cure. The majority of the 
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subjects are middle aged, and the complaints are 
usually long-standing indefinite symptoms such as 
sour stomach, fullness, gaseous eructations, and 
epigastric discomfort with dull constant pain and 
occasional knife-like exacerbations. Cole describes 
the roentgenographic findings in similar cases and 
calls attention to the fact that they may simulate 
those of gall-bladder disease. Roentgenograms may 
show a partially constricted or compressed cap, the 
left superior surface of which has a thin, feathered- 
out appearance while the right side is clear cut. 

Harvey treated the entire subject of peritoneal 
folds and ligaments at length, reviewed the litera- 
ture, and published a table showing the percentage 
of cases in which a cystocolic ligament has been 
found by various investigators. 

At the Mayo Clinic a ligament extending from the 
gall-bladder to the duodenum and colon was dis- 
covered in eighteen (12 per cent) of 150 consecutive 
autopsies. These included only cases in which the 
ligament extended at least half way up the fundus 
(sixteen cases) Or was present as a continuous fold 
from the lesser omentum across the duodenum to the 
hepatic flexure of the colon (two cases). In struc- 
ture and appearance the ligaments were identical 
with, and formed a direct continuation of, the lesser 
omentum. Infection was definitely ruled out as an 
etiological factor by both gross and microscopic 
examination of the ligaments and involved organs. 
Two of the subjects were premature infants of 8 
months. Other congenital anomalies were noted in 
six cases (33 per cent). 

In none of the cases could it be said that the fold 
had given rise to symptoms. However, it is quite 
conceivable that such structures might produce 
symptoms. Undoubtedly they have a practical 
bearing in their relationship to neighboring patho- 
logic processes. In the presence of infection or 
disease in a nearby organ they thicken and shorten 
and then may be considered identical with true 
inflammatory adhesions so far as the production of 
symptoms and their surgical relief is concerned. Not 
only are they potential adhesions themselves, but 
they furnish a guide for the formation of true adhe- 
sions, and their presence explains why such dense 
adhesions between the gall-bladder and gut are some- 
times found in cases of cholecystitis or duodenal 
ulcer which, as judged by the primary pathologic 
process, are apparently mild, while in cases of 
apparently more advanced lesions there are few or 
noadhesions. It is essential for the surgeon to know 
these ligaments in order that he may not mistake 
them for true adhesions. G. W. NacEL, M.D. 


GASTRO-INTESTINAL TRACT 


Wamberski, W.: Postoperative Hemorrhages of the 
Gastro-Intestinal Tract (Zur Frage der post- 
operativen Blutungen des Magendarmtraktus). Gy- 
nackologija i Akuscherstwo, 1922, i. 


Postoperative haemorrhage of the gastro-intestinal 
tract is very rare. The author reports the case of a 


woman who had repeated hemorrhages following an 
operation for postoperative hernia in the linea alba. 
During the separation of adhesions the ligation of a 
few blood vessels was necessary. Vomiting began 
the day after the operation and persisted for six 
days. By the seventh day there was severe anemia 
with signs of internal hemorrhage which lasted for 
three days. For four days large masses of coagu- 
lated blood were passed after the use of enemas. 
The patient then recovered. 

According to von Eiselsberg, this complication 
occurs after embolism of the blood vessels of the 
stomach and is produced by ligation of the blood 
vessels of the peritoneum (retrograde embolism). 
Infection is also a factor of importance. 

BLUMENTHAL (Z). 


Watanabe, T.: The Effect of Bilateral Intratho- 
racic Sympathicotomy and _ Splanchnicot- 
omy upon the Motor Function of the Stomach 
(Ueber den Einfluss der doppelseitigen intra- 
thorakalen Sympathico- und Splanchnicotomie auf 
die motorische Funktion des Magens). Fortschr. 
a. d. Geb. d. Roentgenstrahlen, 1923, Xxx, 512. 


In four dogs the funiculus marginalis of the sym- 
pathetic nerve was divided intrathoracically above 
or below the exit of the splanchnic nerve. In the 
latter case the splanchnic area remained uninjured. 
The resulting clinical phenomena were the same. 
The observations were made by means of a perma- 
nent duodenal fistula and the X-ray. On the whole, 
there resulted an enormous increase in excitability 
of the gastric musculature manifested by an increase 
in the peristalsis even to the bulb of the duodenum, 
constrictions at the pylorus, and a decrease in the 
time of expulsion. Retention may also occur. The 
stomach was changed to a long, drawn-out tube and 
displaced toward the left and down. Its downward 
displacement was due to a change in the tonus of 
the entire gastro-intestinal tract. Koenie (Z). 


Bolton, C.: Diseases of the Stomach: Modern 
Methods of Investigation. Brit. M. J., 1923, ii, 
269. 

The study of the pathologic processes occurring 
in the stomach was given a decided impetus by the 
employment of the X-ray and the fractional test 
meal. Both of these methods of study have become 
firmly established and the value of their findings 
has been definitely determined. The estimation of 
alveolar air tension during digestion as an index 
of the output of acid or alkali from the blood has 
been found to furnish information which in many 
ways is confirmatory of that obtained by the frac- 
tional test meal. 

The Rehfuss method of estimating the free hydro- 
chloric acid and total acidity has proved of value 
from the purely clinical point of view, but is not 
sufficiently accurate for scientific investigation be- 
cause it neglects the protein hydrochloric acid and 
the hydrochloric acid neutralized by alkaline salts 
and transformed into inorganic chloride. The 
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neutralization process cannot be left out of account 
as normally it regulates the acidity of the gastric 
contents. In disease, this self-regulative mechan- 
ism is interfered with by definite causes with con- 
sequent well-defined results. 

Boldyreff proved that neutralizationin the stomach 
is due to the regurgitation of pancreatic juice from 
the duodeum. Therefore the regulation of the acidity 
of the stomach is a function of the duodenum. 

When the ordinary gruel meal is given, the per- 
centage of total chlorides present represents as 
nearly as possible the percentage of total hydro- 
chloric acid secreted. The curve for the total 
chlorides is the true secretory curve. 

A rise in the acid curve indicates the addition of 
hydrochloric acid to the stomach contents and cor- 
responds to the rise in the curve for the total 
chlorides. However, a fall in the acid curve does not 
mean that secretion has stopped, because in this 
event the percentage of hydrochloric acid would 
remain constant as the stomach empties; it indicates, 
rather, that the hydrochloric acid is decreasing be- 
cause of neutralization by an alkali, for as the acid 
curve descends the inorganic chloride curve rises 
and the two cross each other. The fall in the hydro- 
chloric acid curve and the concomitant rise in the 
sodium chloride curve thus result from pyloric re- 
laxation and duodenal regurgitation and indicate 
the degree of pyloric tonus. Duodenal regurgitation 
differs in normal persons, but only within certain 
limits. 

The essential cause of hypercidity of the gastric 
contents is a deficiency in the neutralization proc- 
ess. Duodenal regurgitation occurs normally only 
when the stomach is empty. Deficient regurgitation 
is the result of irritability of the pyloric sphincter 
leading to deficient relaxation or spasm. 

The irritability of the pylorus may be increased 
by local disease or by irritability of the central 
nervous system which often is produced reflexly. 
In either case the pylorus may usually function 
normally, disturbance of function occurring only from 
time to time. The exciting cause is mechanical or 
chemical. The more irritable the pylorus, the slighter 
the excitant necessary. The normal pylorus responds 
to hydrochloric acid in the stomach contents. In 
disease, the non-irritable pylorus, may function nor- 
mally either in the absence of hydrochloric acid or 
in the presence of hypersecretion. 

In hyperchlorhydria the administration of alkalies 
from one and a half to two hours after meals will 
relieve the symptoms. The administration of atro- 
pine relaxes the pylorus and brings down the acid 
curve by neutralization in addition to diminishing 
the secretion. That atropine diminishes the secre- 
tion in the fasting stomach has been proved by 
the continued collection of the secretion after the 
stomach has been emptied. Its beneficial effect dur- 
ing digestion is due probably to its power to relax the 
pylorus and restore normal duodenal regurgitation. 

Pyloric obstruction exhibits strikingly the effects 
upon the various curves of limitation of duodenal 


regurgitation. In the presence of slight hour-glass 
contraction the curve is entirely normal, but when 
there is tight constriction the mechanical effect 
noted in pyloric obstruction results. 

The author recognizes three conditions of sub- 
acidity: 

1. Excessive neutralization. This is demonstrated 
by a large increase in the amount of inorganic 
chloride present as compared with the diminution 
in the amount of protein hydrochloric acid. \ char- 
acteristic feature of the curves is that the inorganic 
curve is higher than the acid curve during the entire 
period of digestion. This condition is caused by 
duodenal regurgitation through a hypotonic pylorus, 
The stomach is usually atonic, and peristalsis js 
diminished. 

2. Simple diminution in the amount of gastric 
juice secreted. This is demonstrated by the total 
chloride curve standing at 60 or below while the 
stomach contains food. 

3. Achylia gastrica. In this condition free acid is 
absent but protein hydrochloric acid is usually 
present in small amounts. The total chloride per- 
centage is low (under 30), the curve approaching a 
straight line. 

The three known diseases in which subacidity 
occurs are cancer of the stomach, gastritis, and 
pernicious anemia. Cancer undoubtedly diminishes 
secretion, and in many cases excessive neutralization 
occurs in addition. The curves do not show whether 
this is due to regurgitation or discharge from the 
growth. 

Gastritis, both the acute and the chronic, causes a 
decrease in the amount of gastric juice secreted. It 
appears to the author that the relationship of hyper- 
secretion to gastritis is twofold, the hydrochloric acid 
being the cause of the gastritis and both the hyper- 
secretion and the gastritis being due to a common 
irritant. 

In pernicious anemia functional hyposecretion 
appears to be the secondary result of bodily and 
nervous debility. 

Following gastro-enterostomy the secretion of 
the gastric juice remains unchanged. Gastro-en- 
terostomy relieves by facilitating the emptying of 
the stomach and allowing free regurgitation of in- 
testinal contents. 

There is as yet no general consensus of opinion 
as to what constitutes hyperacidity, but it may 
be said that, as a rule, amounts above 30 c.cm. 
indicate hypersecretion. Excessive secretion may not 
be continuous; hence the importance of leaving the 
tube in situ for the collection of the juice after the 
stomach has become empty. 

With regard to the type of the curve during diges- 
tion the author finds the only feature suggestive 
of hypersecretion is a rapid rise in the total chlorides 
when the stomach is full. The hydrochloric «cid 
curve is not reliable as it is determined by the tune 
of the pylorus. 

Hypersecretion in response to stimuli transmitted 
from the central nervous system shows secretion 
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to be continuous and the fasting juice excessive in 
amount. This type is apt to occur in spasmodic 
acks. 

"amie and duodenal ulcers cause both local and 
pyloric spasms with resulting deficiency of neutraliza- 
tion ancl hyperacidity of the stomach contents as in 
pyloric obstruction and the proximal sac of an hour- 
glass stomach. E. SHAcKLETON, M.D. 


Kantor, J. L.: Antacid Gastric Therapy, with 
Especial Reference to the Use of Neutral Ant- 
acids. J. Am. M. Ass., 1923, Ixxxi, 816. 


The relief of gastric pain after meals by the ad- 
ministration of alkalies is common knowledge. 
Kantor reminds us that the mechanism whereby 
pain is dissipated in such instances is not so simple 
as we have been led to believe. The old teaching 
was that excess of acid in the stomach excites irrita- 
tion, causing spasm of the gastric musculature with 
associated pylorospasm and cardiospasm. Increased 
tension in the stomach or any other hollow viscus is 
painful. The alkali overcomes the pain by reducing 
the hyperacidity and thereby lessening the spasm. 

Magnesium oxide acts as a local antacid, a sys- 
temic alkali, and a laxative. With regard to the ef- 
fects of long-continued alkalization therapy, Hardt 
and Rivers found that certain patients developed a 
toxemia with changes in the kidneys and blood 
chemistry following the prolonged administration of 
alkali in the treatment of gastric ulcer. 

In a series of 220 cases Kantor used the neutral 
secondary and tertiary phosphates of calcium and 
magnesia. These appeared to reduce the free acidity 
without altering the total gastric acidity and did not 
cause systemic alkalization. 

The routine treatment has been the administra- 
tion of pure calcium or magnesium phosphate in 
doses of one-third to two teaspoonfuls after meals. 
These are tasteless and are not excreted in the urine. 
They control gastric symptoms as well as the alkalies 
and their prolonged administration cannot affect the 
general metabolism or cause injury to the kidneys. 

Joun W. Nuzum, M.D. 


Chabrol, E., and Blum, J.: Fissure Hamorrhages 
Due to Chronic Aortitis—Hamatemesis and 
Melzna Simulating a Gastroduodenal Ulcer 
for Eighteen Months (Sur les hémorragies 
fissuraires de V’aortite chronique—hématémésis et 
mélena ayant simulé lulcus gastro-duodénal pen- 
dant dix-huit mois). Bull. et mém. Soc. méd. d.hép. de 
Par., 1923, 3 S. XXxix, 176. 


In the case reported the hematemesis and me- 
lena had been present for eighteen months and had 
led to an X-ray examination of the stomach for 
ulcer. This examination showed the gastro-intestinal 
tract to be normal but revealed a large aneurism of 
the arch of the aorta. 

The patient succumbed from sudden rupture of 
the ancurism. Autopsy revealed a small fissure 5 
mm. in length between the trachea and aorta, and 
asmall ulcer in the wall of the trachea underlying 


this fissure. The hemoptysis and the blood in the 
stools were therefore attributed to the gradual oozing 
of blood into the trachea. Loyat E. Davis, M.D. 


Carisi, G.: Clinical Indications in the Diagnosis of 
Gastric Ulcer (I diritti della clinica nella diagnosi 
dell’ulcera gastrica). Riforma med., 1923, Xxxix, 584. 


On the basis of 104 proved cases the author dis- 
cusses the syndrome and the laboratory findings 
accepted as a basis for the diagnosis of gastric ulcer. 
Vomiting was observed in 47 per cent of the cases. 
The old theory that an excess of hydrochloric acid 
means ulcer is incorrect. In the author’s cases hy- 
peracidity was present only in cases of clearly pyloric 
or juxta-pyloric ulcers and in only 70 per cent of 
these. In ulcer of the body of the stomach the 
acidity ranged from 50 to 60 per cent in 4o per cent 
of the cases, hypo-acidity (below 50 per cent) was 
present in 30 per cent, and true hyperacidity (above 
70 per cent) in only 30 percent. These findings are 
almost identical with those recently reported by 
Alessandri and Patterson who concluded that there 
is normal or hypo-acidity in ulcer of the body of 
the stomach and frequent hyperacidity in cases of 
pyloric ulcer. 

With regard to the amount of gastric juice, the 
author believes that the presence of 100 or more 
cubic centimeters in the fasting stomach indicates 
pyloric ulcer. In cases of ulcer far from the pylorus 
the quantity does not exceed 30 or 40 c.cm. 

In Carisi’s opinion there are no pathognomonic 
symptoms of gastric ulcer. Cases of ulcer with the 
classic syndrome are uncommon. W. A. BRENNAN. 


Gibson, C. L.: Acute Perforation of the Stomach 
and Duodenum, With a Report of Sixty Cases. 
Am. J. M. Sc., 1923, clxv, 809. 


Acute perforation of the stomach or duodenum is 
characterized by an acute, agonizing, knife-like 
epigastric pain associated with severe shock. Vomit- 
ing occurs in less than half of the cases and hamat- 
emesis is rare. Cold sweat appears. The facies ex- 
presses great agony. A characteristic symptom is 
severe pain in the left supraclavicular fossa which 
comes on soon after the perforation and lasts only a 
few minutes, seldom more than fifteen. The abdo- 
men is retracted, rigid in its upper half, and very 
tender on pressure. The author has never noted 
obliteration of liver dullness. Twenty-four hours 
after the perforation the symptoms are masked by 
peritonitis. The symptoms are modified by various 
physical conditions and the extent and severity of 
the lesion. : 

In the differential diagnosis, appendicitis, acute 
cholecystitis, acute pancreatitis, and acute bleeding 
of a gastroduodenal ulcer must be considered. Two 
acute abdominal conditions may occur simultane- 
ously. 

Through a right rectus incision, the author opens 
the peritoneum after he has flooded the wound with 
water in order to determine the escape of a bubble of 
air. If the perforation is temporarily sealed off, little 
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or no air may escape. The sour-smelling and oily 
free fluid may contain food particles and bile. Es- 
pecially within the first eighteen hours, culture of 
the exudate is often negative. A dram of methylene 
blue solution given by mouth just before the induc- 
tion of anesthesia will stain the fluid. The perfora- 
tion is closed with mattress or pursestring catgut 
sutures and the sutured surface is fixed against some 
structure such as the omentum or gall-bladder. In 
the meantime the fluid is evacuated by the assistant. 
The wound is closed accurately; the author seldom 
drains. After the operation food is given early. 

The arguments against routine gastro-enteros- 
tomy are that it prolongs and complicates a simple, 
quick, and safe operation, it is rarely necessary to 
correct or prevent stenosis, it is not a cure-all or 
sure preventive of ulcer, and it has certain recog- 
nized drawbacks and dangers. 

When Gibson’s patients were discharged from the 
hospital all but two were free from symptoms. A 
re-examination or report three months after opera- 
tion showed that thirty-seven were free from symp- 
toms and eight had a recurrence. Four others were 
not traced. 

Of the eight patients (16 per cent) requiring re- 
operation, pyloric-stenosis was found in five (10 per 
cent), duodenal stenosis with cholecystitis in one, 
adhesions in one, and a second perforation in one. 
All except one had a duodenal ulcer. In five cases 
the results were good; one had mild but persistent 
symptoms, and two died, one a year later of pul- 
monary tuberculosis. The operations performed 
were gastro-enterostomy in five cases, a Polya- 
Mayo resection in two, and resuture of the perfora- 
tion in one. 

In the twenty-eight cases of gastric ulcer there 
were six deaths, a mortality of 21 per cent. One 
death occurred after ten hours and five after eight- 
een hours. In the thirty-two cases of duodenal ulcer 
there were four deaths, a mortality of 12 per cent. 
Two of these deaths occurred at the end of ten hours 
and two at the end of forty-eight hours. Fifty-six of 
the patients were males. None of them was under 
20 years of age, and the majority were between 30 
and 4o. In fifty-six cases in which suture of the 
perforation was done there were nine deaths. Suture 
of the perforation and gastro-enterostomy were done 
in two cases with no deaths. In one case in which 
gastro-enterostomy was done without suture the 
operation was followed by death. In another case 
of gastro-enterostomy the perforation was plugged 
with omentum. 

Duodenal ulcers cause more severe symptoms and 
a longer history. In cases with a long history of 
gastric disturbance a gastric ulcer was found in 30 
per cent and a duodenal ulcer in 7o per cent. In 
cases without a history of previous trouble a gastric 
ulcer was found in 65 per cent and a duodenal ulcer 
in 35 per cent. The mortality from acute gastric 
perforation (21 per cent) is almost double that of 
duodenal perforation (12 per cent). 

Watter C. Burket, M.D. 


Oudard and Jean: The Treatment of Perforated 
Gastric Ulcer; Perforated Duodenopyloric 
Ulcers (Traitement de l’ulcére gastrique perforé- 
ulcéres duodenopyloriques perforés). Bull. ct mém. 
Soc. de chir. de Par., 1923, xlix, 381. 


The authors perform a gastro-enterostomy in 
every case of perforated gastric ulcer for the follow- 
ing reasons: 

1. Closure of the ulcer produces, if not complete 
obstruction, at least a narrowing in the pyloroduo- 
denal lumen which might have very unfavorable 
consequences. 

2. The closure of the perforation is not always 
perfect. 

3. Gastro-enterostomy favors the healing of the 
ulcer. 

4. The closure of a very large ulcer is practically 
the same as exclusion, and in such cases gastro- 
enterostomy is rendered imperative. 

5. Gastro-enterostomy does not greatly increase 
the operative trauma. 

Seven cases are reported. 

Watter C. Burkert, M.D. 


Hitzenberger, K.: Ulcer Cicatrix of the Stomach 
(Ueber die Ulcusnarbe am Magen). Arch. f. path. 
Anat. u. Physiol., 1923, ccxlii, 424. 

An examination of thirteen ulcer scars was made 
with particular reference to elastic tissue. In the 
bases of fresh ulcers this was entirely absent. In 
new cicatrices it was sparse, but with the age of the 
scar it increased, and in old, well-formed scars was 
present to an extraordinary degree. It is of impor- 
tance apparently because it prevents the formation 
of diverticula and maintains the form of the 
stomach. 

The arrangement of the elastic tissue is generally 
characteristic. The firmest and bulkiest masses lie 
close beneath the mucosa, while toward the serosa 
the fibers become fewer and weaker and only in the 
origi region do they again form a substantial 
ayer. 

The mucous membrane is generally thicker over 
the cicatrix than in its vicinity, and is atrophic only 
where other mucous membrane is atrophic. At the 
edge of the scar, proliferation of the glands is fre- 
quently seen. Toward the scar the different layers 
of the wall of the stomach decrease in thickness and 
finally merge with the scar tissue. 

New scars are poor in elastic tissue elements but 
rich in vessels, while old scars are rich in elastic 
tissue and poor in vessels. Lymph follicles are 
always absent. ToOBLER (Z). 


Beer, T.: The Surgery of Gastric and Duodenal 
Ulcers and Their Complications (Beitrag zur 
Chirurgie des Magens- und Duodenalgeschwueres 
und seiner Komplikationen). Deutsche Zischr. 
f. Chir., 1923, clxxvii, 1. 


The author reviews the 146 cases of gastric and 
duodenal ulcer operated upon in the Koenigsberg 
clinic from 1912 to 1920. There were 103 cases of 
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ulcer of the stomach, thirty-five of ulcer of the duo- 
denum, and eight of multiple ulcers. Most of the 
patients were between 4o and 60 years of age. Ulcers 
of the duodenum occurred four times as often in men 
as in women. Exclusive of nineteen perforating 
ulcers with an operative mortality of 63.1 per cent, 
the operative mortality was 10.5 per cent. Hyper- 
acidity was found in 52.1 per cent of seventy-one 
gastric analyses, normal acidity in 32.4 per cent, sub- 
normal acidity in 15.5 per cent, and absence of free 
hydrochloric acid in 29.4 per cent. 

In 75 per cent of ninety-two roentgen-ray examin- 
ations it was possible to locate the site of the ulcer 
before operation. 

In cases with scars and uncomplicated ulcers of 
the body of the stomach simple gastro-enterostomy 
gave good results. In cases with scars and uncom- 
plicated ulcer of the duodenum at the pylorus or in 
its vicinity, gastro-enterostomy was supplemented 
by fascial ligation, folded tamponade, or unilateral 
exclusion of the pylorus. In cases of callous and 
penetrating ulcers of the lesser curvature, transverse 
resection was the method of choice, but if this 
appeared too dangerous, a simple gastro-enterostomy 
was done. Penetrating duodenal ulcers were 
resected according to the Billroth I or II method if 
this was technically possible. The operative mor- 
tality of gastro-enterostomy, with or without exclu- 
sion of the pylorus, was 2.9 per cent. 

Of fifty-one patients, forty (78.4 per cent) may be 
regarded as cured. Of six subjected to unilateral 
exclusion of the pylorus, five were cured and one 
greatly benefited. Of twelve subjected to trans- 
verse resection, who were re-examined, all were 
cured. The Billroth methods have a high operative 
mortality, but their permanent results are good. No 
case of peptic ulcer of the jejunum was observed 
following unilateral exclusion of the pylorus. The 
fact that peptic jejunal ulcers develop most fre- 
quently after gastro-enterostomy without radical 
removal of the duodenal ulcer strengthens the theory 
that the continued presence of the ulcer in the duo- 
denum is of etiological importance. If this is correct, 
primary radical removal of the duodenal ulcer would 
be indicated as a prophylactic measure. In the 
cases of patients subjected to gastro-enterostomy 
with or without exclusion of the pylorus and in those 
subjected to the Billroth resection methods, gastric 
analysis following a test breakfast showed usually a 
very marked decrease in the acidity. Also following 
transverse resection very low values were found for 
free hydrochloric acid and total acidity. If gastro- 
enterostomy or resection are followed by distur- 
bances, X-ray examination with the test meal can 
be undertaken without danger. 

The author regards the physiological narrowing 
of the stomach at the pylorus as a factor favoring 
the development of ulcer. The angle and the stric- 
ture development at the isthmus ventriculi may be 
entirely removed by transverse resection, and nar- 
rowing of the pylorus by pyloric resection. 

Konjetzny (Z). 


Bennett, T. I.: The Early Diagnosis of Cancer of the 
Stomach by Means of Gastric Analysis. Bri/. 
M. J., 1923, ii, 275. 

Bennett states that if the patient with cancer of 
the stomach is properly prepared overnight, and if 
careful examination of the contents of the fasting 
stomach is made the following morning, evidence 
of stagnation or of hemorrhage with aberrant 
secretion or of both will usually be found. These 
signs are not apt to be confused with those noted 
in other diseases. 

The biochemist is too often asked to make a report 
on a specimen removed from a patient whom he 
has never seen and of whose clinical state he is en- 
tirely ignorant; in consequence, his reports tend to 
become technical statements written from a view- 
point very different from that of the clinician and 
tend to omit data which, though of small chemical 
importance, may be of great significance in a clinical 
inquiry. 

The detection of early gastric carcinoma becomes 
possible if steps are taken to make stagnation easily 
demonstrable; this can be done by giving finely 
divided charcoal in milk the evening before the ex- 
amination. 

In a series of fifty-three cases in which the clinical 
diagnosis of gastric carcinoma was made, charcoal 
was visible in the fasting contents the next morning 
in thirty, and other signs of stagnation were present 
in twenty of the remaining thirty-five cases. In 
thirty-five cases fresh or partially broken up blood 
was present. 

In conclusion the author states that if gastric 
analysis were regarded as a clinical rather than a 
laboratory procedure, and if the evidence discussed 
were sought in every case of gastric disturbance, 
cancer of the stomach would be diagnosed much 
more frequently while it is still in the operable 
stage. E. SHACKLETON, M.D. 


Waitzfelder, W.: The Roentgen Diagnosis of Car- 
cinomatous Ulcer (Zur Roentgendiagnose des 
Ulcus carcinomatosum). Fortschr. a. d. Geb. d. Roent- 
genstrahlen, 1923, XXX, 291. 


As even the pathologico-anatomical differential 
diagnosis between callous and carcinomatous ulcer 
is often difficult, the clinical diagnosis is usually 
impossible. However, there are a few cases in which 
the history, the clinical picture, and especially the 
roentgen-ray examination may furnish important in- 
dications of malignant change in a gastric ulcer. 

The author reports two cases in which the develop- 
ment of carcinoma in an ulcer was shown by the 
roentgen-ray and confirmed at operation. The first 
was a case of carcinoma of the lesser curvature in 
which, in addition to the positive signs of ulcer con- 
sisting of a niche and spastic contraction, a filling 
defect could be seen. The second was a case of ulcer 
of the pylorus in which the roentgen picture of a 
benign pyloric stenosis became complicated by a dis- 
tinct filling defect in the outline of the stomach. 

Gravecan, (Z). 
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Fitts, J. B.: Cancer of the Stomach: A Review of 
Fifty Operatively and Pathologically Proved 
Cases. South. M. J., 1923, xvi, 587. 

Thirty-five of the patients whose cases are re- 
viewed by Fitts were males. The youngest was 
25 years of age and the oldest 81. Most of them 
were between 4o and 50 years of age. Only four 
gave a history of malignancy in the immediate 
family. The subjective symptoms had been present 
for from six weeks to several years. In 60 per cent 
they had been noted for less than two years. The 
principal symptoms were sourness, fullness, regurgi- 
tation, pain, soreness, belching, choking, vomiting, 
gas, weight loss, and cachexia. Epigastric pain was 
absent in 56 per cent, and considerable vomiting 
occurred in only 16 per cent. In 34 per cent there 
was no palpable tumor. In many, the gastric analy- 
sis was normal. Hydrochloric acid was absent in 
50 per cent. In the author’s opinion a decrease in 
acidity noted on repeated tests is suggestive of 
malignancy. Hyperchlorhydria was present in only 
16 per cent of his cases. In 50 per cent, pus cells 
were present, a very important finding. Occult 
bleeding occurred in 26 per cent. In making a diag- 
nosis of gastric cancer all of the symptoms must be 
taken into consideration as none of them is pathog- 
nomonic. In all doubtful cases exploration is 
indicated. 

The presenting symptoms may be classified ac- 
cording to the situation of the cancer. When the 
lesion is at the pylorus, spasm and stasis cause pain, 
fullness, and vomiting. When it is on the anterior 
or posterior wall, early symptoms are absent, but 
later there is local irritation with hamorrhage or 
melena. A lesion at the cardia causes choking, re- 
gurgitation, and difficulty in swallowing. When 
both anterior and posterior walls are involved, rapid 
emptying occurs. 

A negative test for occult blood when the patient 
is on a meat-free diet is of particular value in ruling 
out cancer. The important positive roentgen find- 
ings are filling defects constant in all plates; a 
patent or obstructed pylorus; localized absence of, 
or weak, exaggerated, or irregular peristalsis; anti- 
peristalsis; rapid emptying; and contraction or di- 
latation of the stomach. Of special importance in 
the early diagnosis are annular defects at the pylorus, 
particularly those associated with a prepyloric filling 
defect. Louts S. Faust, M.D. 


Klose, H., and Rosenbaum-Canné, P.: A Con- 
tribution on Surgery of the Stomach: Com- 
parative Experimental Studies of the Various 
Sutures (Beitrag zur Magenchirurgie: vergleichend- 
experimentelle Untersuchungen ueber die Magen- 
nachte). Arch. f. klin. Chir., 1923, cxxiv, 15. 

The sutures studied were: (1) the single serose- 
rous suture, (2) the double suture of Czerny, and 
(3) the anterior turned-in suture of Schmieden with 
a superimposed seroserous suture. The authors 
attempted to determine also whether there is a 
difference in the healing of wounds made with the 
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knife and the Paquelin cautery, and whether soft 
Doyen clamps cause injury to the gastric wall. The 
experimental animals were cats which had been 
fasted for twenty-four hours before the operation. 
On the greater curvature of the stomach a fold was 
formed, clamped off with a Doyen clamp, opened 
with a knife or the Paquelin cautery, and sutured 
immediately by one of the methods investigated. 

It was found that healing was unaffected by the 
method of suturing except that it occurred slightly 
more quickly after the double-row methods than 
after the single-row methods. The use of the cautery 
was followed by a stronger inflammatory reaction 
than incision with the knife. Clamp injuries were 
evidenced by subserous hemorrhages and epithelial 
erosions. Double-row sutures caused more exten- 
sive injuries to the muscularis mucosze than single- 
row sutures. Whether such injuries are of impor- 
tance in the development of gastric ulcer remains to 
be determined. Creite (Z). 


Mutel and Fourche: Arrest of Intestinal Rotation 
in Its First Stages (Arrét de la torsion intestinal a 
ses premiers stades). Bull. et mém. Soc. anat. de Par., 
1923, xcili, 238. 

This observation was made by the authors in a 
fetus of 714 months, in which rotation of the intes- 
tine should have been completed. The rotation had 
been arrested at a stage in which the duodeno-je- 
junal angle was still situated in the right side of the 
abdomen at the level of the splenic flexure on the 
left, that is to say, at a stage corresponding to a 
rotation of go degrees. 

The right flank and right iliac fossa were filled 
by the mass of the small intestine, while the leit 
flank, the left iliac fossa, and the superior space con- 
tained the terminal portion of the colon. The trans- 
verse colon was found only in the left part of the 
abdomen; at its right extremity it descended vei- 
tically, and after a short course showed its cecal 
dilatation at the level of the umbilicus between the 
descending colon on the left and the loops of 
small intestine on the right. A number of other 
anatomical peculiarities are described, including a 
Meckel diverticulum. W. A. BRENNAN. 


Schmuziger, P.: Intussusception, with Especial 
Reference to Childhood (Die Invagination mit 
besonderer Beruecksichtigung des Kindesalters). 
Schweiz. Rundschau f. Med., 1923, xxiii, 21, 31, 41- 

Following a report of ten cases treated at the Zur- 

ich Children’s Hospital during the period from 1909 
to 1921, the author discusses the pathological ana- 
tomy of intussusception. The difference between 
intussusception and prolapse is that in the former 
the first portion of the intestine to enter always re- 
mains the tip of the invagination, whereas in the 
latter the pouch is continually formed anew. Men- 
tion is made also of the adhesions between the inner 
and middle cylinders, and of the drawing-in o/ the 
mesentery for the nourishment of the intussuscep- 
tum. 
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In carly childhood, when practically only the 
acute intussusception occurs, shock is the chief com- 
plication frequently leading to death. There is also 
great danger of peritonitis because of the greater 
tenderness and susceptibility to injury of the in- 
fant’s intestine. 

The symptoms of importance in the diagnosis are 
severe pain due to the traction on the mesentery 
which frequently causes collapse, bloody stools, a 
tumor which is palpable under narcosis, and, in rare 
cases, fecal vomiting. According to Kloiber, the 
X-ray may give conclusive evidence of intestinal 
obstruction by revealing the presence of distention 
above the constriction. Spontaneous cure of intus- 
susception is rare in children and cannot be counted 
upon. Internal therapy such as the introduction of 
air, or better, of water, and massage can be success- 
{ul only in the very first hours and soon becomes 
contra-indicated because of the danger of perfora- 
tion or increasing the invagination by enlarging the 
sheath and forcing it over the intussusceptum. In- 
tussusception in childhood is therefore to be re- 
garded as a surgical condition in which a favorable 
outcome depends upon early operation. This should 
consist preferably of a laparotomy and reduction of 
the intussusception under light chloroform anws- 
thesia. When there is interference with the nutri- 
tion of the invaginated portion (black discoloration, 
failure of peristalsis) and when reduction of the in- 
tussusception is impossible, resection must be per- 
formed. The steps in this technique are described 
as follows: 

1. Suturing of the serosa at the neck of the in- 
vagination to the proximal loop. 

2. Longitudinal incision of the intussuscipiens op- 
posite the mesenteric insertion. 

3. Circular separation and suturing of the inner 
and middle cylinders as close to the neck of the in- 
tussusciens as possible. 

4. Removal of the strangulated portion. 

5. Suture of the incision in the intussuscipiens. 

If the invaginating portion also shows disturb- 
ances of nutrition, resection of the entire mass is in 
order. 

Of the author’s ten patients, eight were cured by 
operation and two died. One of the latter was not 
operated upon. Stevers (Z). 


Descarpentries: Three Cases of Intestinal Invagina- 
tion in Children (Trois cas d’invagination intes- 
tinale chez V’enfant). Bull. et mém. Soc. de chir. 
de Par., 1923, xlix, 695. 


The first two of these three cases, which were 
operated upon by the author, were fatal. In the 
third, in which he resorted to drainage of the cecum 
through the appendix, there was rapid recovery. 
The drain was inserted in the appendix after the 
latter had been brought to the surface through a 
McBurney incision and sutured to the skin. On the 
fiiteenth day the appendix was sectioned and the 
cecum and external opening were closed. The op- 
eration quickly evacuated the toxic intestinal con- 
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tents, combatted the effects of paralytic ileus, and 
prevented recurrence of the invagination. 
W. A. BRENNAN. 


Lagrot, F.: Submesenteric Strangulation of the 
Small Intestine Due to Abnormal Insertion of 
the Mesentery (Etranglement sous-mésenterique 
du gréle par suite d’insertion anormale du mésen- 
tére). Bull. ct mém. Soc. anat. de Par., 1923, xciii, 

The author’s case was that of a man aged 50 
years. Strangulation of the small intestine by the 
mesentery is very rare. 

Normally the mesentery is inserted at the duo- 
deno-jejunal angle. In the case reported it was in- 
serted high on the lumbar spine and the loop of gut 
was strangled between it and the spine. The patient 
died of intestinal occlusion of eight days’ duration. 
The cause of the occlusion was found at autopsy. 
Signs of previous attacks included a bilocular forma- 
tion of the stomach and scars on the transverse 
mesocolon. A very long ileocecal appendix was 
found just beneath the kinked mesenteric insertion. 
The primary iliac artery was calcified, the left 
testicle was in inguinal ectopia, and the left pleura 
showed effusion. 

In the author’s opinion the occlusion was due to 
the abnormally elevated situation of the caecum 
arrested in its descent, this anomaly disturbing the 
line of insertion of the mesentery on the spine. 

W. A. BRENNAN. 


Rosenfeld, A.: Three Cases of Ileus Due to Defects 
in the Mesentery (Drei Faclle von Ileus infolge 
Defekten des Mesenteriums). Festi Arst., 1923, ii, 
144. 

Following a brief review of the literature and a 
discussion of the causes of mesenteric defects, the 
author reports three cases in which large sections of 
the small intestine slipped through such defects and 
became incarcerated. In two cases there was axial 
torsion of 180 degrees. Although operation was per- 
formed a few hours after the beginning of the pain 
and other indications, portions of the incarcerated 
gut in two cases were found to be almost gangrenous 
and both of these patients died, one of them from 
pneumonia after the drain had been removed and 
the laparotomy wound had healed by primary inten- 
tion. The third patient had a smooth convalescence 
and was discharged cured. RosENFELD (Z) 


Beck, A.: The Diagnosis of Duodenal Ulcer (Die 
Diagnose des Ulcus duodeni). Beitr. z. klin. Chir., 
1923, CXXIX, 300. 

The accuracy of clinical diagnosis was determined 
in 106 cases operated upon. A probable diagnosis of 
duodenal ulcer had been made in go per cent. The 
history was of value especially when it included 
night pain, hunger pain, and pain several hours after 
meals. The pain was usually localized to the right 
of the umbilicus or in the epigastrium. Vomiting of 
a watery vomitus was mentioned in nearly half of 
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the cases, and acid regurgitation in more than half. 
The periodicity of the attacks is very characteristic. 
Palpation, occult blood, and the acidity index aré 
of little value. The roentgen examination should 
not be over-rated. Too much importance is often 
ascribed to direct bulbus symptoms. New cases are 
characterized chiefly by hypertonia of the lower part 
of the stomach, increased peristalsis, and frequent 
filling of the bulbus, while in older cases motor in- 
sufficiency is the most prominent sign. 
BRUNNER (Z). 


Denk, W.: Repeated Resection of the Stomach, 
Anastomosis, and Colon in the Treatment of 
Peptic Ulcer of the Jejunum (Zweimalige Magen- 
Anastomosen-Querkolonresektion wegen Ulcus pep- 
ticum jejuni). Zentralbl. f. Chir., 1923, 1, 466. 

The patient, a woman 31 years of age, had been 
operated upon ia 1913 for duodenal ulcer, unilateral 
exclusion of the pylorus being done by the von Eisels- 
berg method. In 1920 a peptic ulcer of the jejunum 
appeared and perforated into the transverse colon. 
At a second operation the stomach, the anastomosis, 
and the middle portion of the transverse colon were 
resected. | Nine months later another peptic ulcer 
developed. Because of the patient’s weak condition 
and the large size of the inflammatory tumor, a 
temporary jejunostomy was done. This was fol- 


lowed by considerable improvement, but about 
twenty months later there were signs of a second 
jejunocolic perforation. Another resection performed 
as shown in six illustrations included in the article 
was followed by a successful result. 


VoRSCHUETZ (Z). 


Johnson, J. A.: Meckel’s Diverticulum as an Etio- 
logical Factor in Intestinal Obstruction: A 
Report of Three Cases. Minnesota Med., 1923, 
v1, 479. 

Some remnant of the omphalo-mesenteric duct 
is found in 2 per cent of all persons examined. The 
duct may remain patent throughout its entire 
length or only in the middle segment. When it re- 
mains patent only at the intestinal end, it is known 
as Meckel’s diverticulum. This is the most common 
type observed and may or may not have a mesenteric 
attachment of its own. 

A diverticulum of this type is subject to the diseases 
common to the intestinal tract. It may become 
inflamed and its lumen may become occluded by 
a foreign body. More commonly, however, it is, 
itself, the cause of intestinal obstruction. According 
to Halstead, it was the responsible factor in 6 per 
cent of a series of 669 cases of intestinal obstruction. 
The most common form of obstruction is brought 
about by a constricting band consisting of the diverti- 
culum or its cord. Obstruction from this cause occurs 
usually about the twentieth year of age, but may 
be found also in the very young and the very old. 

The presence of the anomaly is usually discovered 
at operation for intestinal obstruction or acute ap- 
pendicitis. It is not as rare as many surgeons be- 


lieve, and the possibility of its presence is impor- 

ant in considering the acute abdomen. The author 

reports three cases upon which he operated. 
J. Pickett, M.D. 


Solieri, S.: Congenital and Acquired Deformity of 
the Ileo-Czeco-Appendicular Plica Caused by 
Ileoczecal Positional Stenoses (Deformita con- 
genite ed acquisite della plica ileo-ceco-appendicolare 
causa di stenosi ileo-cecale di posizione). Arch. ital, 
di chir., 1923, vii, 253. 

On the basis of three cases which were operated 
upon, the first for chronic appendicitis with probable 
pericolic membranes, and the second and third with 
the clinical diagnosis of ileocecal stenoses due to 
adhesions following operation for appendicitis, 
Solieri reaches the following conclusions: 

1. The last portion of the ileum may assume a 
vicious position with respect to the cecum through 
adherence to the cecum and rotation of its axis 
downward and externally. Such an abnormal posi- 
tion creates an obstruction to the evacuation of 
feces from the ileum into the cecum corresponding 
to the ileocecal valve, an ileocecal stenosis of posi- 
tion. It may be due to a congenital deformity or to 
acquired retraction of the ileo-ceco-appendicular 
plica. 

2. Such a positional ileocecal stenosis is distinct 
from others located in the right iliac fossa which 
depend upon a quite different anatomo-pathological 
pie (peri-ileocecal membrane, Lane’s kink, 
etc.). 

3. The cicatricial adherence of the ileum to the 
cecum may follow an appendicectomy as the result 
of constriction of the ileo-caco-appendicular plica 
by the ligatures applied for hemostasis prior to sec- 
tion of the mesentery. 

4. Therefore, during an operation for appendici- 
tis, the relationship of the ileo-ceco-appendicular 
plica to the appendix, mesentery, and cecum should 
be determined and the mesentery and plica sectioned 
separately in such a way that the ileum will remain 
free and will not become twisted beneath toward the 
cecum. 

5. In operations on the cecum and appendix the 
surface of the cecum which is freed of serosa should 
be well peritonized. W. A. BRENNAN. 


Gosset, A.: Cancer of the Lower End of the Small 
Intestine Treated by Deep Radiotherapy After 
Ileosigmoid Anastomosis; Extirpation at a 
Second Operation; A Detailed Histologic 
Study (Cancer de la terminaison de l’intestin gréle 
traité par la radiothérapie profonde aprés anasto- 
mose iléo-sigmoidienne; extirpation dans un secon 
temps; examen histologique détaillé). Bull. et 
mém. Soc. de chir. de Par., 1923, xlix, 458. 


The author reports a case of cancer of the small 
intestine in an emaciated, feeble woman 64 years of 
age. The clinical picture was characterized by pain- 
ful peristaltic contractions of the subumbilical 
region, vomiting, and the signs of threatening intes- 
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tinal obstruction. The condition had begun six 
months previously as a gastric disturbance with 
epigastric heaviness, the eructation of gas, constipa- 
tion alternating with foetid diarrhoea, and fever for 
four weeks. Two months later “‘serpentine move- 
ments” appeared around and below the umbilicus. 
These were associated with severe pain (not true 
colic), nausea, vomiting, and the passage of three or 
four fetid, blood-free, diarrhoeal stools a day. Sub- 
sequently attacks lasting forty-eight hours recurred 
every six or eight days except for a period of twenty- 
eight days when the patient followed a medical 
régime and only slight abdominal contractions oc- 
curred at intervals at night. X-ray examination 
showed only a dilated rectal pouch. 

Operation revealed an annular growth at the lower 
end of the ileum with marked lymphatic extension 
in the mesentery and small subperitoneal nodules 
which seemed to indicate that a sufficiently wide ex- 
cision would be impossible. Therefore a lateral anas- 
tomosis was made and followed by deep radiother- 
apy. The roentgen treatment was particularly easy 
because of the thin abdominal walls and the relative 
fixity of the tumor under the wall. Beginning on the 
twenty-eighth day after the operation, nine treat- 
ments totaling seven and one-half hours were given 
with 4 ma. and a 4o-cm. spark at a distance from the 
cathode to the skin of 35 cm. and with a filtration of 
¥% mm. of doubled zinc and 2 mm. of aluminum. 
The rectangular opening was 12 cm. on the side. 
Finally, two months after the first operation, the 
tumor and 9 cm. of the intestine were resected. The 
mesenteric glands were no longer perceptible. The 
intestine at the level of the neoplasm appeared 
fibrous. The patient made an uneventful recovery. 

The specimen showed almost complete obstruc- 
tion, induration of the intestinal wall and mesen- 
tery, and ulceration of the entire inner circumference 
with an indurated spreading edge. Microscopic 
examination confirmed the disappearance of all 
cancer cells. 

Lateral anastomosis followed by deep radio- 
therapy and subsequent resection was preferable to 
radiotherapy without operation because the cicatri- 
cial contracture resulting from the X-ray caused 
stenosis threatening obstruction. 

Tullier calls attention to the fact that frequently 
gastric and intestinal cancers which are removable 
at the first operation are aggravated and dissemi- 
nated by exploratory manipulations to such an ex- 
tent that from four to six weeks later they become 
inoperable. 

In Hallopeau’s opinion it is well to delay operation 
for from four to six weeks after radiotherapy in 
order to obtain the full effect of the X-ray on the 
tumor. Wa C. Burket, M.D. 


Burnett, F. L.: The Intestinal Rate and the Form 
of the Faces. Am. J. Roentgenol., 1923, X, 599- 


The intestinal rate was estimated by studying 
X-ray plates made five, ten, twenty-five, and fifty 
hours after the taking of the barium, and by noting 


the length of time after the ingestion of 50 c.cm. of 
millet seeds when more than five of the seeds were 
first and last seen. The latter was the method com- 
monly employed. 

The time taken by the food to pass through the 
gastro-intestinal tract seemed to bear a definite 
relation to the form of the faces. When the seeds 
first appeared at fourteen hours and were still 
present at sixty-two hours (14-62), the stools were 
soft and formless. When the rate was 25-97, the 
faces were formed with marks, and when the rate 
was 62-134, they were entirely composed of units. 
Accelerated rates with a variation of from 60 to 15 
hours in the initial appearance of the seeds gave rise 
to large stools with units, marked portions, and soft 
formless portions. Retarded rates were productive 
of small stools with small units. 

Not only the study of the rate from the physio- 
logical viewpoint, but success in the treatment of 
patients indicates that the unit form of the faces 
is the normal one and that the intestinal contents 
have completed the three essential forms of intestinal 
motility. Marks are an indication of haustral seg- 
mentation. Cuares H. Heacock, M.D. 


Giacinto, G.: The Surgical Treatment of Mega- 
colon (Contributo al trattamento chirurgico del 
megacolon). Policlin., Rome, 1923, xxx, sez. chir., 
281. 


Giacinto reports two cases of megacolon in 
adults. In one case the enormous dilatation was 
limited to the iliac sigmoid and caused the phe- 
nomena of occlusion. A cacostomy having failed to 
give permanent relief, the loop was resected and the 
continuity of the intestine restored by end-to-end 
anastomosis. The patient died of peritonitis. In the 
second case a cecostomy followed later by colec- 
tomy gave an excellent result. 

The author summarizes the results of various 
operations in 219 cases as follows: 


Recover- _Recur- 
Operation Cases ies rences Deaths 
Intestinal puncture 4 
Valvulotomy ° 
Laparotomy 6 
Artificial anus and stercoral 
15 


7 


y 
Coloplasty (Perthes)....... 
Entero-anastomosis 
Coloplication 
Colopexy 
Colectomy 


12 
° 
° 
18 


62 


elas 


Some surgeons believe that the treatment of mega- 
colon should always be surgical because of the ne- 
cessity for constant enemata, the establishment of 
chronic stercoremia, and the possibility of acute 
occlusion or volvulus, but Giacinto maintains that 
this condition can be supported for decades without 
great injury to the general health and that operation 
should be limited to cases accompanied by acute or 
subacute occlusion and to cases with severe ster- 
coremia. When occlusion is incomplete, repeated 


— 
or 
of 
by 
n- 
re 
al, 
ed 
le 
th 
to 
s, 
a 
zh 
is 
of 
ig 
i- 
ir 
t 
h 
al 
It 
‘a 
d 
d 
n 
15 5 
2 I 
43 26 | 
12 5 
14 4 
| 219 116 |_| 


30 INTERNATIONAL ABSTRACT OF SURGERY 


enemata should be tried before operation. In cases 
with complete occlusion complicated with ster- 
coremia, the author favors colectomy. 

W. A. BRENNAN. 


Logan, A. H.: Three Cases of Chronic Ulcerative 
Colitis Cured by Iodine. Med. Clin. N. Am., 
1923, Vii, 105. 

In trying various methods of treating chronic 
ulcerative colitis of unknown etiology, tincture of 
iodine was given by mouth. It was found that this 
must have passed through the intestinal canal as the 
iodide of potassium which was excreted through the 
urine. No ill effects were noted. 

Three cases reported were entirely cured and 
many others were temporarily benefited. In others, 
however, there was no improvement. ‘The conclu- 
sion is drawn that the iodine acted by causing a 
general metabolic change rather than by its local 
effect. P. W. Brown, M.D. 


Miller, R. T., Jr.: Cancer of the Colon. 


Surg., 1923, lxxviii, 209. 


Ann. 


This article is based upon 129 cases of cancer of the 
colon exclusive of the rectum. At the time of their 
admission to the hospital only a few more than one- 
half of the patients gave a history of partial intesti- 
nal obstruction, and in these cases the condition had 
been present for nearly a year. Resection resulted 
in a five-year cure in ro per cent of all cases admitted, 
and in 28 per cent of those in which the operation was 
survived. 

‘xamination of the tissue removed disclosed but 
one case with metastasis in the lymphatic glands. 
This patient was lost sight of six and a half years 
after the operation. As 25 per cent of the recur- 
rences appear after the end of the fifth year, it is 
reasonable to assume that he died of recurrence. If 
this is true, there is no evidence in the series of cases 
reviewed to indicate that cancer of the colon is cur- 
able by operation after the occurrence of metastasis 
to the lymphatic glands. 

The author concludes that if a case is curable by 
surgical means, this result will be achieved just as 
surely by local excision of the growth-bearing part 
of the gut as by an operation of much greater extent. 
However, the arrangement of the blood vessels of 
the colon is such that it may be necessary to make a 
much more extensive resection in order to assure the 
viability of the remaining tissues. 

SAMUEL Kaun, M.D. 


Rankin, F. W., and Scholl, A. J.: Resection of the 
Proximal Colon for Malignancy. Arch. Surg., 
1923, Vii, 258. 

The right half of the colon is readily mobilized, 
permitting good surgical exposure. This half of the 
colon is not essential to life and its removal is not 
often followed by serious complications. Malignant 
tumors in the cecum and ascending colon metasta- 
size late; consequently the results of extirpation of 
the growth are good. If the cancer is in the right 


side of the colon, the best results are obtained by 
removing the right half of the colon and a portion 
of the ileum and following this procedure with ap 
ileocolic anastomosis. The right bowel is nivbilized 
by freeing two points, one at the caecum nd the 
other on the transverse colon where the resection js 
to be performed. The peritoneal attachment of the 
right colon to the right abdominal wall is then dj. 
vided, the colon is drawn toward the midline, and 
the colon and ileum are resected between clamps. 

There are several common methods of restoring 
the continuity of the lumen of the bowel after re- 
moval of the primary growth. Lateral anastomosis 
may be carried out, either by suture or by the use 
of a button for intestinal anastomosis. This method 
has the disadvantage that it leaves blind pouches in 
which faces may collect. A button may be used 
also in the end-to-side anastomosis. The heavy por. 
tion of the button is placed in the end of the colon, 
In the end-to-end anastomosis, the two ends of the 
bowel are joined by direct suture, the mucous mem- 
brane and the serous coats being approximated with 
separate sutures. Following resection of the bowel, 
an ileostomy is made about 30 cm. above the anasto- 
mosis. This is opened only in case of emergency. 

One hundred and fifty cases of resection of the 
right side of the colon are reported from the Mayo 
Clinic. Complete postoperative data were obtaina- 
ble in 133. Sixty-two (47 per cent) of the patients 
lived more than three years after the operation. 
Fifty-seven (43 per cent) are still alive. 

ALBERT J. Scuorr, M.D. 


Chaton: Five Cases of Surgery of the Colon (Cing 
observations de chirurgie des célons).  Bu/l. ¢t mém. 
Soc. de chir. de Par., 1923, xlix, 432. 


In the author’s twenty-two cases of one-stage re- 
section of the large intestine, including the five 
reported in this article, there were five deaths, « mor- 
tality of 22.7 per cent. The twenty-two cases 
included eight abdomino-perineal amputations of the 
rectum. The five cases reported in this article in- 
cluded four one-stage resections of the colon and one 
ileosigmoidostomy for inoperable cancer of the left 
flexure of the colon. All of the patients recovered 
from the operation. 

Okinczyc attributes the author’s success in the 
radical one-stage resection and suture largely to his 
method of “intra-abdominal exteriorization."’ This 
consists in the walling off of the sutured area with 
iodoform gauze so that the wound is brought directly 
into view. The iodoform wicks are 5 cm. in length 
and are doubled. Two large wicks are placed on the 
sides with their lower edge in contact with the mesen- 
tery. Care is taken not to heap up the ends nor to 
fold them upon themselves as this might make their 
removal difficult. Two wick ends are fastened upon 
the sides of the operative field. Two more wicks are 
similarly disposed on the proximal and dista! ends 
of the intestine. The ends of the upper wick are 
thrown up above and below the operative field. The 
abdominal wall is closed above and below the wicks, 
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a space of 5 cm. being left at their level. Pushing 
the drains apart exposes the line of suture which 
communicates directly with the exterior. 

On the twelfth day the withdrawal of the wicks is 
begun by gentle traction. Removal requires several 
davs and is frequently followed by a seropurulent 
leakage. The author has never caused disunion by 
traction during removal of the drains. In the ab- 
sence of a fweal fistula, the parietes close sponta- 
neously without secondary suture. 

In the author’s opinion the iodoform wicks ward 
off primary infection, prevent secondary breaking 
down, and in case a facal fistula develops will favor 
drainage to the exterior. Watrer C. Burket, M.D. 


Holmgren, E.: Changes in the Structure of the In- 
testine in Man Associated with the Formation 
of an Artificial Anus (Veraenderungen in der 
Struktur des Menschendarmes im Zusammenhang 
mit kurativ angelegten Anus praeternaturalis). Anat. 
Anz., 1923, lvi, 449. 

This article reports the anatomical findings in a 
case of artificial anus which had been formed three 
and one-half years previously in a 13-year-old pa- 
tient and which opened with four intestinal lumina 
near the ileocecal valve. The four openings, two 
of which did not discharge facal-smelling contents, 
were formed by a coil of intestine inextricably bound 
by dense peritonitic adhesions. In an area about 
4cm. in diameter the mucosa of the small] intestine 
had assumed completely the characteristics of large 
intestine mucosa. The cells of Paneth were pre- 
served. There was present also an extremely un- 
usual development of numerous branched, tubular 
and ampullar glands resembling duodenal glands. 
These lay within the tunica propria and deeper in 
the tela muscularis. 

Many of the ducts showed sac-like dilatations. 
The cells of the ducts resembled those of the sur- 
face epithelium of the stomach, while those in the 
deeper portions of the ducts resembled the secreting 
cells of the epithelium of the stomach. Holmgren 
describes the nature of the secretion of these glands 
and the secretion itself. He comes to the conclusion 
that there was here an adaptation of the intestinal 
mucosa, and that the described glands have the 
same function as the anal sweat glands. The sur- 
rounding skin had developed large anal sweat glands. 
However, as the entodermal intestinal epithelium 
could not develop sweat glands, these being exclu- 
sively ectodermal structures, use was made of the 
submucous duodenal glands, the type of gland which 
Is most accessible to the intestine. GorBEL (Z). 


Sebek, A.: Retroczecal Incarceration of a Retro- 
peritoneal Hernia (In einem retrocaecalem Reces- 
sus incarcerierte retroperitoneale Hernie). Brati- 
slavshé lekdrske listy, 1923, ii, 269. 

A retrocecal incarceration due to a subserous 
tuberculous cecal tumor is described briefly. The 
patient was completely cured following an ileocecal 
resection and a von Eiselsberg anastomosis. 

(Z). 


Jennings, J. E.: The Réle of Bacillus Welchii in 
Gangrenous Appendicitis, and the Use of the 
Antitoxin of Bull and Pritchett in Its Treat- 
ment. WN. York M. J. & Med. Rec., 1923, exvii, 
682. 


In appendicitis with localized, spreading, or gen- 
eral peritonitis, cultures and a guinea-pig inocula- 
tion should be made at the time of operation. The 
report of the results in the animal will be available in 
two hours and the culture will be available for veri- 
fication in from twelve to twenty-four hours. If the 
animal shows the presence of bacillus welchii, an 
intravenous injection of from 100 to 200 c. cm. of 
perfringens serum should be given immediately. In 
certain cases of spreading peritonitis a smear from 
the peritoneal fluid will show the presence of encap- 
sulated bacilli recognizable as bacillus welchii. In 
such cases a wait of even two hours before injection 
is unjustifiable. 

After from twelve to twenty-four hours another 
injection of 100 c. cm. should be given. The clinical 
response in cases showing a rapid pulse and cyanosis 
is well marked; the pulse becomes slower, the cyano- 
sis disappears, and the patient’s general condition 
becomes better. In active cases of diffuse peritonitis 
the serum should be administered in massive and 
repeated doses, but never to take the place of sur- 
gical measures or to delay operation. 

In conclusion the author states that the antitoxin 
may prove of value in cases of intestinal obstruction 
and as a prophylactic in gunshot wounds of the 
bowel and operations on the intestinal tract. 

Howarp A. McKnicurt, M.D. 


Maidagan, J. M.: Chronic Appendicitis in Infancy 
(Apendicitis crénica en la infancia). Rev. méd. d. 
Rosario, 1923, xiii, 103. 

The records of the Children’s Hospital of Rosario 
show that 9 per cent of all operations are for chronic 
appendicitis. The end-results of appendicectomy 
for chronic appendicitis in children are excellent. 
There is marked improvement in the general con- 
dition, the child gains weight and recovers its 
strength and color, and in the cases of poorly de- 
veloped children there is sometimes a marked in- 
crease in growth. Abdominal pain, digestive disturb- 
ances, vomiting, and nausea cease entirely, and an 
acute crisis which might be fatal is prevented. The 
author therefore concludes that appendicectomy is 
definitely indicated in appendicitis in infants. 

W. A. BRENNAN. 


Lower, W. E., and Jones, T. E.: Surgery of the 
Appendix. J; Am. M. Ass., 1923, 1xxxi, 629. 


The mortality rate of operations for acute appen- 
dicitis ranges from 3 to 6 per cent, but the end- 
results in patients who survive are almost uniformly 
good. On the other hand, the percentage of cases of 
chronic appendicitis in which operation does not 
give relief is alarmingly high. In 226 cases reviewed 
by Deaver and Ravdin no relief was obtained in 7.07 
per cent and only partial relief in 9.9 per cent. In 426 
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cases reviewed by Gibson no relief was obtained in 
23.9 per cent and only partial relief in 15.2 per cent. 

In the authors’ opinion, the high operative mor- 
tality in cases of acute appendicitis and the post- 
operative morbidity in cases of chronic appendicitis 
are due in large measure to the common belief that 
in every case the only proper procedure is the re- 
moval of the appendix. Both the laity and the 
medical profession should realize that acute appen- 
dicitis with associated peritonitis is a systemic 
rather than a local disease. The morbidity after 
operation for chronic appendicitis is due usually to 
incorrect diagnosis. 

In the acute cases the mortality will be greatly 
reduced by the application of the Ochsner treatment 
before operation, the Fowler position after operation, 
plus the Ochsner treatment, plus the Alonzo Clarke 
treatment for peritonitis, plus the application of 
large hot packs over the abdomen, plus hypoder- 
moclysis. In the operation, the authors adhere to 
Crile’s principle of confining the primary procedure 
to incision and drainage if the appendix is not readily 
accessible, the removal of the appendix and explora- 
tion being deferred until the acute stage is passed. 
In doubtful cases, especially in women and some- 
times in children, they prefer an incision through 
the right linea semilunaris as offering the easiest 
opening for exploration of the lower abdomen. 

Chronic appendicitis is difficult to diagnose as it 
is simulated by numerous other conditions. Among 
the latter are cholelithiasis, catarrhal jaundice, gas- 
tric ulcer, ovarian tumor, salpingitis, psoas abscess, 
and pneumonia with abdominal pain. 

Acute appendicitis occurs more frequently in men 
and chronic appendicitis more frequently in women. 

The diagnosis of appendicitis in infants and small 
children may be aided by the induction of scopo- 
lamine-morphine anesthesia, when pressure on the 
appendix will elicit a muscle spasm. 

In conclusion, the authors state that in acute 
appendicitis more stress should be laid on the treat- 
ment of the associated peritonitis and less on the 
mere removal of the appendix. 

A. Henpricks, M.D. 


David, V. C.: Congenital Stricture of the Rectum in 
Children. Surg. Clin. N. Am., 1923, iii, 1115. 


The author reports four cases of stricture of the 
rectum: the first with a membrane with a central 
opening; the second similar to the first, with a 
circular narrowing of the mucosa and muscularis; 
the third witha sickle-shaped or valve-like diaphragm 
occluding the anterior two-thirds of the rectum; 
and the fourth a case of imperforate anus which had 
been operated upon and left with a small slit in the 
middle of a scar running from the perineum to the 
coccyx. 

David attributes such malformations to failure of 
the urogenital membrane to separate the rectum 
from the bladder completely or failure of the proc- 
todeum to meet and unite with the mesenteron. 

They are classified as follows: 


1. Preternatural narrowing of the anorectal region 
without complete occlusion. 

2. Complete occlusion of the anus by a simple 
membranous diaphragm or by integument. 

3- Anus absent and rectum ending in a cul-de-sac 
above its normal outlet without any connection 
whatever, either internal or external. 

4. Anus normal externally, but ending in a cul-de. 
sac and the rectum ending in a blind pouch above, 
the sac being separated by a septum. 

5. Anus absent and the rectum prolonged in the 
form of a fistula terminating in an abnormal anus 
at the glans penis, labia pudenda, or any point 
about the perineum or scrotum. 

6. Anus absent and the rectum terminating in the 
bladder, urethra, or vagina or into a cloaca in the 
perineum with the urethra and vagina. 

7. Anus and rectum normal, but the ureters, the 
vagina, and uterus opening into the rectal cavity. 

8. Rectum entirely absent. 

9. Rectum and colon absent and the bowel possi- 
bly opening by an abnormal sinus in some unusual 
part of the body. 

Preternatural narrowing of the anal region with- 
out complete occlusion occurs about 3 cm. from the 
anal opening. It may be valvular or tubular in form. 

The valvular stricture consists of mucosa and 
submucosa and is due to incomplete union between 
the anus and rectum. It is just above the mucocu- 
taneous level, soft and pliable, and usually about 
3 to 5 cm. thick. The mucosa of the rectum below 
the diaphragm is normal rather than leather-like and 
indurated as in inflammatory strictures of the rectum. 

Congenital strictures of the rectum which are 
cylindrical or tubular are due to failure of develop- 
ment of the proctodeum or the descending pouch of 
the rectum. They are usually 2 to 3 cm. in length 
and have rigid walls including all of the layers of 
the bowel. Howarp A. McKnicur, M.D. 


Finsterer, H.: The Operative Treatment of Pro- 
lapse of the Rectum (Zur operativen Behandlung 
des Mastdarmvorfalls). Arch. f. klin. Chir., 1923, 
124. 

Finsterer describes a new operative procedure for 
prolapse of the rectum. He takes the stand that 
every prolapse of the rectum should be regarded as 
a hernia, the sac of which is formed by the prolapsed 
peritoneum of the pouch of Douglas, and the hernial 
opening by the anus. He therefore attempted to 
open the pouch of Douglas by the sacral route, to 
resect the hernial sac, and to strengthen the walls of 
the rectum with a muscle flap in order to prevent 
a recurrence. The technique was as follows: 

A parasacral incision was made and the ischio- 
rectal fossa exposed. The rectum was then freed, 
this being done very easily as the perirectal tissue 
was loosened by the prolapse. The peritoneum was 
then opened on the anterior aspect of the rectum, 
the loops of small intestine were replaced, and the 
hernial sac was removed to the level of the uterine 
cervix or the bladder. The peritoneum was graspe 
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with forceps. At about the level of the promontory, 
and beginning at the side, interrupted silk sutures 
were placed, which, at the highest possible level, in- 
cluded the peritoneum and the bladder or uterine 
wall on the one side and the peritoneum and the 
wall of the flexure on the other. Small needles were 
used. All of the sutures were inserted before tying 
was done. Three centimeters lower another suture 
was placed, and a third at the edge of the perito- 
neum. In this manner the pouch of Douglas was 
closed off, the hernial sac obliterated, and the pelvic 
colon fastened as far as the promontory to the poste- 
rior wall of the bladder or uterus. In conclusion, 
muscle flaps were formed on both sides from the 
gluteus maximus with their bases toward the sa- 
crum, and fixed to the lateral and anterior surfaces of 
the rectum. On the posterior side of the rectum both 
muscle flaps were sutured at the level of the sphinc- 
ter. Drainage was established through the defects 
formed by the removal of the muscle flaps. Finally, 
a circular suture of thick catgut was placed sub- 
cutaneously about the anus. 

Morphine was given for five days. The after- 
treatment included faradization of the perineal re- 
gion to strengthen the sphincter. 

The author believed that up to the time of his 
operation, obliteration of the pouch of Douglas had 
been done only by laparotomy. However, he dis- 
covered that the sacral route had been tried on the 
cadaver by Duval and Lenorment. Napalkow pro- 
ceeded by the perineal route but with very un- 
favorable results (rupture of the uterus, injury of the 
rectum) 

In the use of the parasacral route the danger of 
injuring the vascular nerves is entirely absent, but 
in the performance of a muscle plastic by the perineal 
route such injury may occur very easily in spite of 
all precautions. Crossing of the muscle flaps around 
the rectum is not recommended because of the 
danger of stenosis. Rectopexy is insufficient. Colo- 
pexy diminishes the depth of the peritoneal funnel 
and may therefore have good results; especially an 
anastomosis between the highly elevated pelvic 
colon and the descending colon according to the 
method of Friedrich has the prospect of permanent 
results because the entire intestine hangs from the 
firmly fixed splenic flexure. However, it is then best 
to resect the entire sigmoid flexure in order to pre- 
vent obstipation and the formation of faecal masses. 

Kuemmell fixed the pelvic colon by three silk 
sutures to the anterior surface of the sacrum or the 
anterior longitudinal ligament of the spinal column. 
lhere was no recurrence. However, following this 
procedure there is danger that the sigmoid colon 
may become kinked, this causing severe obstipation. 

The author mentions as an advantage;of his 
method, particularly as compared with Kuemmell’s, 
that it can be carried out under light parasacral 
conduction anesthesia. Therefore advanced age is 
hot a contra-indication. Another advantage is that 
the peritoneum is opened only to a small extent. 

SCHUENEMANN (Z). 


, A. A.: Bleeding from the Rectum. 
Arch. Pediat., 1923, xl, 531. 

Rectal bleeding may arise from a variety of causes, 
local and general, but this discussion is limited to 
cases of rectal hemorrhage in children which is 
traceable to disease of the lower portion of the 
large intestine. 

Loss of blood from the rectum is not infrequent 
in adults, but is less common in children and rare 
in infants, since persons of different ages are un- 
equally exposed to factors favoring the development 
of rectal diseases associated with bleeding. Im- 
portant predisposing causes in adult life are hard 
work, worry, chronic constipation, sexual excesses, 
pregnancy, alcohol, syphilis, malignancy, and de- 
generative diseases. In childhood and infancy most 
of these are absent. The food of the infant is another 
cause of relative immunity in early life, as milk 
makes a minimum demand upon the organs and 
leaves a residue which is not apt to traumatize the 
parts. 

Steady bleeding, even in small quantities, is cer- 
tain to be followed by serious consequences. In 
order to give more than temporary relief, the cause 
must be found. 

Of the disturbances responsible for rectal bleeding 
in older children, only two require particular con- 
sideration in the cases of infants, viz., congenital 
syphilis and lesions arising from developmental 
faults such as faulty union between the proctodeum 
and the hind gut. 

Older children may have the diseases which affect 
the younger, but usually other conditions such as 
polypi, prolapse of the rectum, invagination of the 
bowel, ulceration, fissure, foreign body, and abscess 
are the causes of the bleeding. 

The rectal polyp occurring in childhood is usually 
the benign adenoma, single, pedunculated, and im- 
planted low down. This may give rise to serious 
bleeding. 

Prolapse of the rectum is relatively common in 
children up to 4 or 5 years of age and is accompanied 
by slight bleeding during or after defecation. It 
is not a true prolapse but a protrusion of mucous 
membrane loosened by increased intra-abdominal 
pressure in chronic constipation, whooping-cough, 
diarrhoeal diseases, or some other condition with ex- 
cessive straining. True prolapse is an invagination 
of one part of the rectum into another part, and in 
children is an acute affection characterized by the 
signs of intestinal obstruction, shock, and bleeding 
from the bowel. 

Ulceration of the rectum is caused by syphi- 
lis, tuberculosis, malignancy, ameebiasis, intestinal 
parasites, gonorrhoea, and proctitis due to toxins. 
Any one of these conditions may cause varying 
degrees of bleeding. Syphilitic and tuberculous 
ulcers and malignancy are rare in children. Amee- 
biasis is infrequent in cold and temperate climates, 
but parasites, especially thread worms, round worms, 
and tapeworms, are not uncommon. Gonorrhceal 
ulcers occur most frequently in female children. 


gion 
nple 
-$ac 
tion 
-de- 
ove, 
the 
nus 
oint 
the 
the 
the 
I, 
ssi- 
sual 
ith- 
the 
rm. 
und 
een 
cu- 
out 
ow 
ind 
m. 
are 
Op- 
of 
th 
of 
r0- 
ing 
23, 
for 
lat 
as 
ed 
ial 
to 
to 
of 
nt 
i0- 
ad, 
ue 
‘as 
m, 
he 
ne 
ed 


Ulcers from toxic causes are found in the severe 
forms of scarlet fever, diphtheria, measles, and other 
infections. 

Fissures of the anal skin are seen in undernour- 
ished children suffering from constipation or diar- 
rhoea. 

Bleeding from injury caused by a foreign body 
is diagnosed from the history and the findings of 
proctoscopic examination. Abscess may follow re- 
moval of the foreign body. 

Rectal bleeding from hemorrhoids is extremely 
rare in infants and children but constitutes the most 
common type in adults. However, many cases diag- 
nosed as hemorrhoids are other rectal diseases. 

Maurice A. Bernstern, M.D. 


LIVER, GALL-BLADDER, PANCREAS, AND 
SPLEEN 


Kummer, E.: Tearing of the Right Branch of the 
Hepatic Duct; Operation; Recovery (Arrache- 
ment de la racine droite du canal hépatique; op- 
eration; guérison). Bull. et mém. Soc. de chir. de 
Par., 1923, xlix, 47. : 

A girl, 19 years of age, after being thrown upon 
her back by an automobile, one wheel of which 
passed over her abdomen, got up and walked home. 
Two hours later profound shock developed and she 
complained of abdominal pain. Her face became 
pale and her extremities cold. The pulse was 120 
and thready, respiration was stertorous, and the tem- 
perature 34.8 degrees C. The abdominal wall was 
soft but painful on pressure, especially in the right 
hypochondrium. The catheterized urine was nor- 
mal. Vomiting occurred twice. Treatment with 
artificial heat, physiological salt solution infusions, 
and camphorated oil was given. 

On the second day the patient was drowsy; her 
face showed a better color, her respiration was more 
tranquil, her temperature 39.3 degrees C., and her 
pulse 160. On the third day, vomiting occurred twice 
and the temperature ranged between 38.1 and 38.5 
degrees C.; the urine and stools were normal. On 
the fourth day the temperature ranged between 37.5 
and 38.0 degrees C., asubicteric tint became evident, 
and there was a strong urobilin reaction in the urine. 
On the sixth day there was a slight peritoneal effu- 
sion. Onthe seventh day, acholic stools were passed, 
the free peritoneal fluid was increased, dyspnoea 
developed, the subicteric tint became deeper, the 
temperature ranged from 37 to 38 degrees C., and 
the patient complained of severe pain in the right 
hypochondrium; there was no grave anemia. 

Operation performed on the eleventh day through 
a median epigastric incision with an extension to the 
right revealed a large effusion of bile-stained coagu- 
lated material, fibrinous exudate, peritoneal injec- 
tion, bile leakage, and a deposit of fibrin around the 
cystic duct; the right hepatic duct had been com- 
pletely torn off. 

The peritoneal fluid was aspirated with the suc- 
tion pump. As it was impossible to anastomose the 
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ends of the torn duct, a catheter with lateral openings 
was passed across the free space between the torn 
duct ends, through an incision in the common duct, 
and fixed in position by the catgut stitch closing 
the common-duct incision. A drain through the 
laparotomy wound was then placed in the torn 
hepatic duct and another one to the closed incision 
in the common duct. Bile given by enemata was 
poorly tolerated, but a mixture of bile and milk was 
readily absorbed. 

The postoperative course was uncomplicated. 
During the first few days there was abundant bile 
drainage (300 c.cm.). The drains were removed at 
the end of two weeks, and the wound was healed by 
the end of three weeks. Complete recovery resulted. 

The slow appearance of the acholic stools, the 
subicteric tint, and the peritoneal effusion is attrib- 
uted by the author to gradual secondary complete 
obstruction caused by the local formation of fibrin- 
ous exudate. The striking absence of signs of biliary 
intoxication, of itching and bradycardia, and of bile 
salts in the urine was due to resorption of dissociated 
bile salts from the peritoneal fluid. 

Wa ter C. Burkert, M.D. 


Elischer, E.: A Discussion of Biliary Cysts in Con- 
nection with the Report of a Cyst of the Hepat- 
ic Duct, the Size of a Man’s Head, Which Was 
Removed by Operation (Ucber die Gallengangs- 
cysten im Anschlusse an eine mannskopigrosse, aui 
operativem Wege geheilte Hepaticuscyste). Orvosi 
Hetil., 1923, |xvii, 175. 

A woman 20 years of age suddenly developed the 
symptoms of a cyst of the liver. With the exception 
of the jaundice, they resembled those of a cyst of 
the common bile duct. At operation, two widely 
separated hepatic ducts were found, one of which was 
dilated to form a retroperitoneal cyst as large as a 
man’s head. The gall-bladder was small and empty 
and the common bile duct was in the normal posi- 
tion. The operation consisted of the extirpation of 
the cyst and drainage of the stump. A biliary fistula 
persisted for two and a half months. 

Like cysts of the common bile duct, those of the 
hepatic duct, are congenital. Childbirth and trauma 
may hasten their growth by suddenly decreasing the 
intra-abdominal pressure. Von LospMaver (Z). 


Arens, R. A.: Gall-Bladder Disease, with Special 
Reference to the Fluoroscopic Findings. /. 
Radiol., 1923, iv, 274. 

In the author’s opinion fluoroscopy has a very 
definite place in the diagnosis of gall-bladder lesions. 
In many cases in which the findings in the plate were 
negative he has seen the indications of pathology 
in the fluoroscope. On the other hand, he has found 
the reverse equally true. The routine use o/ the 
fluoroscope will prove the presence or absence of 
gross gastric or duodenal lesions. The point Ahrens 
desires to make is the proper correlation of the 
fluoroscopic findings with the ultimate roentgen 
conclusions. 
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The subject is discussed under six headings, viz.: 
(1) the stomach, (2) the bulbus duodeni, (3) the 
duodenum and its behavior beyond the cap; (4) 
fixation and pathologic immobilization; (5) the local- 
ization of tender points, and (6) the differential 
diagnosis. 

With regard to the stomach the author states that 
peristalsis may show variations associated with 
adhesions. A positive sign is the presence of a gall- 
bladder seat in the greater curvature of the antrum. 
Similarly a pressure filling defect may be noted in the 
bulbus duodeni. Rotation under the fluoroscope 
frequently permits the visualization of such gall- 
bladder seats which might otherwise be overlooked. 
A significant finding is stasis in the duodenum with 
dilatation frequently accompanied by a to-and-fro. 
movement of the opaque meal in the second and 
third parts of the duodenum or regurgitation into the 
bulb. In all except hypersthenic types of persons, 
fixation of the duodenum against the under-surface 
of the liver, pulling of the stomach to the right with 
pyloric fixation, abnormal angulation of the duo- 
denal arch, and squaring of the upper margin of the 
bulbus by traction with a full stomach, in either the 
upright or the prone position, usually mean a patho- 
logic gall-bladder. Adhesions of the colon in the 
right upper quadrant have an important bearing on 
the diagnosis. 

The localization of gall-bladder tenderness is 
greatly facilitated by the fluoroscope. ‘Tenderness 
along the liver border shown to be entirely outside of 
the gastro-intestinal tract is highly suggestive of a 
pathologic gall-bladder. 

In the differential diagnosis a combined fluoro- 
scopic and roentgenographic examination may be of 
the utmost value as by this means such conditions as 
pyloric and duodenal ulcer, pathology of the pan- 
creas, the right kidney, and the hepatic flexure, and 
an anomalously placed appendix can usually be dis- 
tinguished from gall-bladder disease. 

Hartunec, M.D. 


Baccarani, U.: A Special Reaction of the Colon of 
Biliary Origin (Sovra una speciaie reazione colica 
di origine colecistica). Policlin., Rome, 1923, xxx, 
sez. med., 353. 

Cholecystitis may be accompanied by diarrhoea 
as well as by constipation. The diarrhoea follows 
an attack of pain in the epigastrium or in the site 
of the gall-bladder which occurs during the ingestion 
of food. The intestinal discharge consists of bile. 
The author reports several cases. 

W. A. BRENNAN. 


Fowler, R. S.: A Consideration of Tumor as a 
Symptom of Gall-Bladder Disease. Am. J. 
Surg., 1923, XXXVii, 204. 

Repeated attacks of inflammation of the gall- 
bladder with occlusion of the cystic duct often pro- 
duce a palpable tumor. In cases of extensive ad- 
hesions to the adnexa, inflammatory muscular 
rigidity, an extremely muscular or fat abdominal 


wall, and a gall-bladder situated deep under and in 
the right lobe the findings of palpation are often 
obscured. Ordinarily a palpable gall-bladder is pear- 
shaped, movable laterally and mesially, especially 
when the right lobe of the liver is movable, and 
situated directly beneath the abdominal wall where 
it returns when it is pressed away. Unless it is 
bound down by adhesions it moves with respira- 
tion. Conditions frequently confused with a palpable 
gall-bladder are a right cystic or movable kidney, 
tumors of the ascending colon and hepatic flexure, 
and a hydatid cyst of the liver. Valuable aids in the 
diagnosis are distention of the colon with air and ure- 
teral catheterization. 

In the examination for an enlarged gall-bladder 
gentleness is essential; a hot bath, morphine, or even 
anesthesia may be necessary to eliminate voluntary 
rigidity. In serous cholecystitis the tenderness de- 
creases very soon on pressure, but in the gangre- 
nous or purulent type this never occurs. The latter 
require immediate interference, but in cases of the 
serous type operation should be delayed for a week 
after the disappearance of symptoms in order to 
allow the inflammation to subside. 

The local tenderness and constitutional symptoms 
do not always progress pare passu with the extent 
and severity of the disease, but a rapid pulse, a high 
fever, severe pain and tenderness, and a poor general 
condition indicate a severe gangrenous cholecystitis. 
Repeated cholecystitis often leaves adhesions which 
give rise to the symptoms of severe cholecystitis; 
freeing of such adhesions often gives complete relief. 
Perforation of a gangrenous gall-bladder occurred 
in only ten of a series of 1,000 cases. An increase 
in the area of tenderness and rigidity, a chill, per- 
haps the sudden relief of the pain, and an increase 
in the temperature added to an acute cholecystitis 
indicate a developing peritonitis. Under such cir- 
cumstances simple drainage should be done. Per- 
foration of the gall-bladder into the liver, the stom- 
ach, or the intestine also suggests peritonitis; the 
late results are obstruction. 

Louis S. Faust, M.D. 


Uffreduzzi, O.: Cholelithiasis from the Surgical 
Point of View (La colelitiasi dal punto de vista 
chirurgico). Riforma med., 1923, xxxix, 481. 


Medical treatment of gall-stones is not so poor in 
its results nor surgical treatment so good as to war- 
rant the conclusion that this disease should always 
be treated surgically. There is no general rule gov- 
erning all cases. When operation is considered we 
must take into account not only its dangers and in- 
conveniences, but also the fact that if the patient 
is not operated upon he will always be exposed to 
complications that may threaten life. Simple cases 
of recurring type should be judged on this basis. 
Chronic simple cholecystitis, if associated with oc- 
clusion of the cystic duct and hydrops of the gall- 
bladder, clearly indicates operation because its ef- 
fects are grave and difficult to overcome. This is 
true also of purulent cholecystitis. In cases of severe 
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complications of gangrenous or perforative type with 
more or less circumscribed peritonitis the operative 
indication is all the more clear. 

The mortality of operation in uncomplicated cases 
is nil, and in cases of circumscribed complications 
does not exceed 4 per cent. It becomes high only 
when the complications have been permitted to 
advance. W. A. BRENNAN. 


Hotz: Results of Gall-Stone Surgery (Ergebnisse der 
Gallensteinschirurgie). 47 Versamml. d. deutsch. 
Gesellsch. f. Chir., 1923. 


In 12,000 cases operated upon for the removal of 
gall-stones there was a recurrence in 3 per cent. 
Recurrent colics are caused chiefly by spastic con- 
tractions of the duodenum due to the underlying 
disease and not to the operation. Persisting cholan- 
gitis and gastro-intestinal complications are due to 
neglected calculus and speak more in favor of, than 
against, early operation. Further research is neces- 
sary to explain the nature of pericholecystitis, bile 
stasis and similar conditions, primary cholangitis, 
pancreatitis, etc., and the relationship of catarrhal 
icterus to duodenal ulcer. In the cases reviewed 
the mortality of operations performed during the 
attack was double that of operations performed 
during a remission. The mortality according to 
age was as follows: 


Age 
Years Per cent Years Per cent 
I-20 2.75 46-50 9.58 
21-25 3.92 51-55 13.41 
26-30 3.29 56-60 20.09 
31-35 4.32 61-65 22.11 
36-40 6,12 66-70 27.98 
41-45 7.26 Over 70 35-45 


In 11,533 operations there were 1,052 deaths, a 
mortality of 9.12 per cent. One-fourth of the deaths 
were due to peritonitis. In order to prevent this 
complication the operation should be performed dur- 
ing a remission. The technique should consist in a 
subserous enucleation of the gall-bladder with atten- 
tion to the possible presence of aberrant bile ducts. 
If removal of the gall-bladder is very difficult, chole- 
cystostomy should be performed instead of chole- 
cystectomy. Free drainage should be established. 

Other deaths in the cases reviewed were due to 
postoperative insufficiency of vital organs resulting 
from long-continued infection and old age. 

It is evident from these statistics that the results 
of operation are best between the ages of 20 and 4o 
years (average mortality 4 per cent), that operation 
should be performed, if possible, during a remission 
and with very careful technique, and that in old 
age it should be performed only when imperatively 
necessary. STETTINER (Z). 


Walzel: The Treatment of Stones in the Common 
Duct (Zur Therapie des Choledochussteins). 47 Ver- 
sammil. d. deutsch. Gesellsch. f. Chir., 1923. 


The author recommends primary suture of the 
common duct with stretching of the papilla. It is 
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possible to stretch the papilla so that it will pass 
even a No. 24 Charriére catheter. In twenty-five 
cases treated in this manner there was only one 
death. The fear that tears will result which will lead 
later to stenosis is unfounded. In some of the av. 
thor’s cases a rubber tube was inserted. In three, 
this was passed by rectum in from six to fourteen 
days; in one case it was not passed but caused no 
trouble. Absorbable drains may be employed. 

In the discussion of this paper, ALAPY also advo- 
cated stretching of the papilla. 

TIeTZE stated that in the parenchyma of the liver 
in cases of gall-bladder disease he had found changes 
ranging from moderate collections of leucocytes in 
the biliary passages to acute yellow atrophy of the 
liver. Two of his patients died from hepatic insufi- 
ciency. The chief cause of the changes is the infec- 
tion. Therefore cholecystectomy must be followed 
by careful after-treatment. 

HouLBAvoM called attention to the difficulties en- 
countered in secondary operations on the common 
and hepatic ducts. He believes that in such cases the 
liver and duodenum should be sutured so that the 
lumen of the opened biliary passage will communi- 
cate with the duodenum. 

Corpbva urged early operation. He believes that 
the factors chiefly responsible for the symptoms 
are the stasis and the inflammation rather than 
the stones. 

Von HaBERrER showed a rare specimen consisting 
of a gall-bladder divided by a septum and having 
two outlets. 

BRAUN advocated the median incision; drainage, 
if necessary, can be established through a counter- 
opening. For the induction of anesthesia in his 
cases an injection of scopolamine-morphine is given, 
the edges of the skin incision are infiltrated, and 
splanchnic anesthesia is added after opening of the 
abdomen. Of 173 operations, ninety-three were per- 
formed under local anesthesia. For the prevention 
of hemorrhage in chronic occlusion of the common 
duct he recommended the prophylactic transfusion 
of 200 c.cm. of citrated blood. 

RoEpPKE called attention to a clinical picture 
which is easily confused with that of gall-stone dis- 
ease, namely, purulent fibrinous perihepatitis. He 
found this condition in six of 107 cases of gall- 
bladder disease. The focus lies on the anterior sur- 
face of the liver under the arch of the ribs and may 
be easily overlooked. As a rule, in such cases, 
Roepke removes the gall-bladder. In the after- 
treatment diathermy was found of value. 

Rost stated that he doubted the value of treating 
acute yellow atrophy of the liver by draining the 
biliary passages. He called attention to the fact that 
many conditions are erroneously diagnosed as acute 
yellow atrophy. In this connection he reported a 
case of chronic icterus associated with duodenal 
ulcer in which acute yellow atrophy of the liver was 
suggested by the findings of an exploratory excision 
but after choledocho-duodenostomy the icterus dis- 
appeared. 
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GuLecKE called attention to the fact that after 
choledocho-duodenostomy the X-ray may show the 
regurgitation of chyme into the biliary passages and 
stated that the union of the duodenum and the 
gall-bladder does not give such poor results. 

PERTHES reported that since 1916 he has seen 
sixteen cases of ascarides in the biliary passages. 
Therefore he believes that acute occlusion as well as 
chronic occlusion of the common duct is an indica- 
tion for operative interference. 

Co_mers recommended for incision of the skin a 
high transverse incision with the separation of both 
recti. 

KirsCHNER emphasized the importance of not 
only palpating but also probing the common duct in 
operations for gall-stones. In every case of chole- 
dochotomy he drains externally. 

FLOERCKEN reported that he had re-examined 
fourteen patients who had been subjected to 
choledocho-duodenostomy during the period from 
1910 to 1914 and found that most of them were able 
to follow their vocations. 

BrvuETT reported on the bacteriology of acute 
cholecystitis on the basis of 100 cases. The bacillus 
coli was found in 50 per cent, the pneumococcus in 
10 per cent, the staphylococcus albus in 10 per cent, 
some type of streptococcus in other cases, and the 
gas bacillus in one case. These findings show the 
importance of caution in the primary closure of 
wounds. 

Lexer spoke in favor of the median incision, 
stating that it renders observation easy if the patient 
is properly placed in a position of marked lordosis. 
STETTINER (Z). 


Savariaud: Accidental Division of the Common 
Duct in Retrograde Cholecystectomy (A propos 
de la section accidentelle du cholédoque dans la 
cholécystectomie rétrograde). Bull. et mém. Soc. 
de chir. de Par., 1923, xlix, 118. 


Hartman divided the hepatic duct in his one- 
hundredth retrograde cholecystectomy. Savariaud 
divided the common duct in one case and the hepatic 
duct in another. He implanted the common duct 
into the duodenum, and the hepatic duct into the 
stomach. Both patients recovered. 

During traction on the gall-bladder to reach the 
cystic duct in retrograde cholecystectomy, the com- 
mon duct or hepatic duct may be unintentionally 
ligated. The only case in which Gosset divided the 
common duct was a case of retrograde chole- 
cystectomy. End-to-end suture of the hepatic and 
common ducts resulted in recovery. Kehr reports 
fifteen common-duct injuries per 1,000 retrograde 
cholecystectomies. 

Theoretically, the duct extending from the lower 
end of the gall-bladder is the cystic duct, but if the 
cystic duct is dilated by a large stone it is practically 
the common duct. If the portion below the dilata- 
tion is divided, the common duct is unavoidably 
cut. The hepatic duct is easily injured when it is 
adherent to the gall-bladder. 
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To avoid accidental division of the common or the 
hepatic duct the dilated cystic duct and accessory 
passages may be incised upward toward the junc- 
ture until bile is seen to well from the lower end of 
the hepatic duct. Before a retrograde cholecyst- 
ectomy is attempted, the triangle formed by the 
juncture of the cystic, hepatic, and common ducts 
should always be exposed. This is easily done by 
incising and reflecting the peritoneum. 

Gosset prefers retrograde cholecystectomy be- 
cause of the ease of ligating the vessels and locating 
the line of cleavage with the liver and because of 
the simplicity of subserous drainage. 

Wa ter C. Burket, M.D. 


Judd, E. S.: The Condition of the Common Duct 
After Cholecystectomy. J. Am. M. Ass., 1923, 
Ixxxi, 704. 

When the gall-bladder is removed or destroyed, 
the remaining extrahepatic bile ducts generally dilate 
to several times their normal size and the sphincter 
at the ampulla becomes incompetent. So far as can 
be estimated, the resultant physiological changes are 
of little, if any, consequence. 

One of the causes for the continuation or recurrence 
of symptoms after the removal of the gall-bladder 
is a stone in the common duct. Usually such a stone 
can be located and removed, but occasionally it may 
pass up into the intrahepatic ducts and may be 
overlooked. 

Symptoms may continue for a time after an opera- 
tion on the gall-bladder because of the accumulation 
of mucus in the ducts. Colicky attacks of this origin 
may occur for two or three weeks before they finally 
subside. 

Changes in the bile ducts resulting from removal 
of a gall-bladder which was not entirely functionless 
may be the cause of symptoms very similar to the 
original hepatic colic. Some of the persistent symp- 
toms following gall-bladder operations may be due 
to such changes. 

The continuation or the recurrence of symptoms 
in twenty-four patients who were re-operated upon 
was due probably to infection in the pancreas or the 
liver or both. The expectant diagnosis was common 
duct stone, but no stone was present and there was 
no evidence that one had passed. Most of these 
-_ were permanently relieved by drainage of the 

uct. 

In a review of forty-seven cases of stricture of the 
common duct only five were found in which the 
stricture might have been the result of necrosis or 
destruction of the mucous membrane of the duct 
due to the presence of a stone. The gall-bladder was 
operated upon in all forty-seven cases, but the com- 
mon duct was opened in only fifteen. Therefore a 
stricture of the duct resulted in the remaining thirty- 
two following an operation on the gall-bladder. In 
most instances these strictures were due probably 
to technical difficulties and scar tissue. They will 
not occur so frequently in the future as in the past 
because less abdominal drainage is being used. 
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From a study of the end-results of operations on 
the gall-bladder it is believed that stones very 
rarely form in the common duct after the gall- 
bladder has been removed. Reports were received 
from a considerable number of patients operated on 
more than twenty years ago, and in only one case 
was there any evidence that a stone occurred in the 
duct at any time after the gall-bladder operation. 
In some of these cases stones were present in the 
ducts at the time of the original operation. 

ALBERT J. M.D. 


Clairmont, P.: Injuries of the Pancreas During 
and After Resection of the Duodenum for Ulcer 
(Ueber Pankreassschaedigungen bei und nach der 
Duodenalresektion wegen Ulcus). Schweiz. med. 
Wehnschr., 1923, liii, 301. 


In many cases of duodenal ulcer the pancreas is 
diseased. This renders it easy to injure and explains 
why pancreatic complications are frequent after duo- 
denal resection. In fifteen of too duodenal resec- 
tions the pancreatic duct got in the way during the 
operation. As long as the duct of Santorini is not 
thicker than a knitting needle it can be ligated and 
need not be conserved. 

The pancreatic duct may be injured within the 
pancreas, as it approaches the anterior surface in 
the head. This occurs usually during the resection 
of a deeply penetrating ulcer. Injury within the 
papilla affects also the common bile duct. Of seven 
deaths following resection of the duodenum for ulcer 
five were caused by pancreatic duct complications. 

A second group of pancreatic lesions are associated 
with serious tachycardia, diarrhoea, and loss of 
appetite. These cases show the characteristics of 
septic processes. A third group of lesions are circum- 
scribed inflammatory and necrotic processes caus- 
ing the symptoms of pancreatic deficiency, paleness, 
poor recovery, anorexia, failure of weight increase, 
and severe tachycardia. In a fourth group are cases 
of pancreatic disturbance in which, after operation, 
there are acute symptoms of homolateral or bilateral 
serous pleurisy. DESSECKER (Z). 


Preioni, C.: Hzmorrhagic Pancreatitis Due to 
Serpent Venom (Pancreatitis hemorragica por 
veneno de serpiente). Semana méd., 1923, Xxx, 1176. 


After an aseptic laparotomy the author injected 
serpent venom dissolved in sodium chloride solution 
into the pancreatic duct in twelve dogs. The con- 
clusions reached from these experiments were as 
follows: 

1. The venom of serpents injected into the pan- 
creatic duct causes a hemorrhagic pancreatitis by 
reason of its proteolytic power and its capacity to 
activate trypsin. 


2. Steatonecrosis is observed in cases of moderate 
lesions of the pancreas. 
3. Most of the severe lesions are hemorrhagic, 
W. A. Brewnan, 


Francois, R.: Tuberculosis of the Spleen in the 
Form of a Cold Abscess; Splenectomy; Re- 
covery (Tuberculose de la rate a forme d’abcas 
froid; splénectomie; guérison). Bull. et mém. Soc. de 
chir. de Par., 1923, xlix, 959. 


In the case of a girl 14% years old a tumor in the 
left hypochondrium was shown by the X-ray to be 
splenic or juxta-splenic. The skin reaction to tuber- 
culin was weakly positive. At operation, a cystic 
tumor of the spleen as large as a fetal head and con- 
taining 34 liter of pus was found. In order to remove 
the tumor splenectomy was necessary. Histologic 
examination disclosed the tuberculous nature of the 
mass. 

Tuberculosis localized in the spleen, the surgical 
type of splenic tuberculosis, is rare, but tuberculous 
lesions of the spleen are frequently found at autopsy 
in cases of death from pulmonary tuberculosis. Only 
about twenty cases of splenectomy for localized 
splenic tuberculosis are on record. This operation 
gives durable recoveries. In the author’s case the 
immediate result was good and the patient has re- 
mained cured for eighteen months. According to 
statistics including several cases in which the opera- 
tion was performed before the technique had been 
improved, the mortality of splenectomy for tuber- 
culosis of the spleen is 25 per cent. 

The diagnosis of tuberculosis localized in the 
spleen is very difficult as there are no characteristic 
symptoms. W. A. BRENNAN. 


MISCELLANEOUS 


Pototschnig, G.: Chronic Icterus Due to Tuber- 
culosis of the Glands of the Hepato-Duodenal 
Ligament (Ittero cronico da tubercolosi delle ghian- 
dole del legamento epato-duodenale). Arch. ital. 
di chir., 1923, vii, 377. 

The author reports a case of icterus due to occlu- 
sion of the common duct resulting from tuberculosis 
of the glands of the hepato-duodenal ligament. He 
believes that tuberculosis of the glands of the hepato- 
duodenal ligament is more frequent than is generally 
assumed and often associated with biliary calculosis. 
As a rule a pre-operative diagnosis is impossible; 
in the pronounced types the clinical picture suggests 
biliary calculosis or tumor of the common duct. 

Calcified nuclei in the glands of the hepato-duo- 
denal ligament should be borne in mind in the inter- 
pretation of roentgenograms of the abdomen. 

W. A. BRENNAN. 


N 
1 
1 
\ 
( 
( 
] 
I 


GYNECOLOGY 


UTERUS 


Combier, V., Murard, J., and Chifoliau: A Report 
on Eight Cases of Genital Prolapse Treated by 
Partial Colpocleisis (Le cloisonnement du vagin 
comme traitement des prolapsus génitaux: huit 
observations). Bull. et mém. Soc. de chir. de Par., 
1923, xlix, 716. 


Chifoliau reports on eight cases of prolapse of the 
uterus treated by Combier and Murard. Points in 
the operative technique emphasized are: (1) the 
stretching of the two raw surfaces to be approxi- 
mated, and (2) the suturing of the raw surfaces. 

The stretching is extended almost the entire depth 
of the vaginal walls, beginning from a line just below 
the external os. This is done by pushing the cervix 
as high as possible with a clamp. In this position 
the two points corresponding to the two extremities 
of the superior transverse line of incision are marked. 
The same procedure is applied to the inferior limit. 
In width, the zone of denudation occupies almost the 
entire vaginal wall. 

In the suturing of the edges of the raw surfaces, 
great care is taken not to leave any dead space. 

The operation is done under local anesthesia. 

Of the four women operated upon in this manner 
in 1912, one died after five years, but the operative 
result was good. One patient has not been seen since. 
Two have been well for over ten years. The results 
were satisfactory also in the other four, three of 
whom were operated upon in 1921 and one in 1922. 

SALVATORE pI Parma, M.D. 


Gernez, M.: Partial Colpocleisis as a Method of 
Treating Genital Prolapse (Le cloisonnement du 
vagin comme traitement des prolapsus génitaux). 
Bull. ct mém. Soc. de chir. de Par., 1923, xlix, 739. 


Partial colpocleisis for the correction of genital 
prolapse was performed by the modified Lefort tech- 
nique on two patients, one 67 years old and the other 
69. The advantages of this method are: 


The harmlessness of the local anasthesia. 
Operative simplicity, pursestring sutures ob- 
literating all dead spaces. 

3. Excellent results. 

The author’s patients had senile atrophy of the 
uterus with almost entire absence of cervical secre- 
tion. SALVATORE DI Patma, M.D. 


I. 
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Forsdike, S.: The Treatment of Severe Uterine 
Ilemorrhage by Radium. Brit. M. J., 1923, 
ll, 409. 

Martindale, L.: Menorrhagia Treated by Intensive 
X-Ray Therapy. Brit. M.J., 1923, ii, 411. 


FORSDIKE states that functional uterine hemor- 
thage is relieved by radium because of changes pro- 
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duced in the endometrium rather than because of 
effects produced in the ovaries. To date, he has 
treated sixty-five cases. All of them were severe 
and forty-three had been subjected to some type 
of operation, the majority a dilatation and curet- 
tage. The radium was applied within the uterus 
following a preliminary curettage. The youngest 
patient was 18 years of age and the oldest 55 years. 
Two were so weak when first seen that they were 
brought in for treatment in an ambulance. Fifty 
milligrams of radium placed in the uterus for twenty- 
four hours established amenorrhoea. The sole contra- 
indication is pelvic peritonitis. Radium produces a 
menopause without the symptoms usually attributa- 
ble to the natural menopause. 

MARTINDALE reports that he has obtained encour- 
aging results in numerous cases of menorrhagia 
from the use of intensive X-rays. He lays special 
stress upon the importance of accurate measurement 
of the dosage. Harry W. Fink, M.D. 


Savariaud and Degrais: Inoperable Epithelioma 
of the Neck of the Uterus; Curettage and Ra- 
dium Treatment; A Cure for More Than Ten 
Years (Epithélioma du col utérin inopérable; curet- 
tage et radium; guérison de plus de dix ans). Bull. 
et mém. Soc. de chir. de Par., 1923, xlix, 243. 


The authors report the case of a woman with 
cancer of the uterine cervix and the upper part of 
the vagina who was treated by them eleven years 
ago. As the entire cervix had been destroyed and 
radical operation was impossible, only curettage was 
done. In the resulting cavity were placed 60 mgm. 
of radium bromide in six capsules of 14 mm. plat- 
inum filtered by 1 mm. of silver and 1 cm. of gauze. 
The first application, which lasted for forty-eight 
hours, was followed eight days later by the same 
dosage for twenty-four hours. Two months later a 
third treatment with the first quantity was given. 
As at this time almost the entire vagina was found 
epidermized, the treatment was discontinued. The 
patient has been in good health ever since. 

In another apparently hopeless case the same 
treatment was followed by good health for four 
years, but a recurrence then developed in the lym- 
phatic glands. Rupotr Marx, M.D. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Allen, E., and Doisy, E. A.: An Ovarian Hormone: 
A Preliminary Report on Its Localization, 
Extraction, and Partial Purification, and Action 
in Test Animals. J. Am. M. Ass., 1923, |xxxi, 819. 


During the anabolic phase of the oestrual cycle in 
the rat and mouse the epithelium of the vagina grows 
to a considerable thickness and a conified layer simi- 
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lar to that in the epidermis develops. During the 
catabolic phase, the outer layers of this epithelium 
degenerate and are removed by leucocytic action. 
Microscopic examination of vaginal smears is a 
reliable method of determining the cestrual condition 
of the living animal. 

Since these cyclic phenomena in the genital tract 
cease after double ovariectomy, their induction by 
the injection of ovarian extracts constitutes a posi- 
tive test for the efficiency of such extracts. 

The authors’ experiments were carried out with 
liquor folliculi from hog ovaries containing follicles 
larger than 5 mm. in diameter. The follicular con- 
tents (liquor folliculi, follicle cells, and occasional 
ova) were aspirated through a hypodermic needle 
into a suction bottle. 

In the first series of experiments, nine mice and 
rats were prepared for use as test animals by double 
ovariectomy and a week later were given at intervals 
of five hours three injections of the aspirated liquor 
folliculi. The injections were made subcutaneously 
in the belief that the resulting slow absorption would 
be more closely comparable to the secretion of the 
hormone in normal animals. 

From forty to forty-eight hours after the first 
injection, all of the animals receiving liquor folliculi 
were in full oestrus, as determined by microscopic 
examination of the smears and by histologic exami- 
nation of the uterus and vagina after the animals 
had been killed. 

Tests with the centrifugalized liquor and Berke- 
feldt filtrate showed that the hormone is extracellular 
and present in the liquor folliculi. 

As liquor folliculi with its large protein content 
would be unsuitable for continued injections into 
patients or test animals, the extract is now pre- 
pared as follows: . 

Fresh liquor folliculi is added to a double volume 
of 95 per cent alcohol and allowed to stand until the 
proteins are coagulated. The coagulum is then fil- 
tered off. The filtrate, which is practically protein- 
free, contains the active constituent. Further extrac- 
tion of the coagulated protein with boiling alcohol 
yields an additional amount of the hormone. The 
alcohol is distilled off and the residual aqueous sus- 
pension extracted with ether. The ether extract is 
evaporated and the solids are dried in a vacuum 
desiccator. The residue is dissolved in a minimal 
quantity of ether and a double quantity of acetone 
is added. To insure completeness of separation, the 
solution and precipitation are repeated twice. The 
combined filtrates are then evaporated and the 
residue is dried. By boiling out the solid material 
with 95 per cent alcohol, the active substance is 
obtained free from protein but contaminated with a 
little fatty material. The alcohol is evaporated off 
and the minute oily residue taken up in purified 
corn oil or emulsion in dilute sodium carbonate. 

Furiher animal experiments having confirmed 
their earlier findings, the authors make the following 
preliminary announcement concerning the follicular 
hormone and its action: 


1. From one to three injections of this extract 
into spayed animals causes typical cestrual hyper- 
emia, growth, and hypersecretion in the genital 
tract and growth in the mammary glands. These 
changes include thickening and cornification in the 
vaginal walls, a change easily followed in the living 
animal. After a time the effect of the injections 
wears off and typical degenerative changes set in, 
The hormone seems to be an efficient substitute for 
the endocrine function of the ovaries of the non- 
pregnant animal. It is probable that its alternate 
presence and absence in the circulation is sufficient 
to explain the mechanism of oestrual phenomena in 
the genital tract in the absence of pregnancy. 

2. While the spayed animals so treated are in a 
condition of artificially induced oestrus, they can be 
mated with normal vigorous males. They experience 
typical mating instincts; successful copulation occurs 
and, as in normal animals, is followed by the forma- 
tion of typical vaginal plugs. Since these animals 
will copulate only when in oestrus, the conclusion 
seems justified that the follicular hormone under 
discussion is the cause of oestrual or mating instincts. 

3. When several injections of active extracts were 
made into animals immediately after weaning, be- 
tween the ages of 3 and 4 weeks, they became sex- 
ually mature in from two to four days, at least 
twenty to forty days before the usual time of pu- 
berty. Uninjected litter sisters did not attain to 
puberty prematurely. From these experiments it 
is concluded that the attainment of sexual matu- 
rity, involving possibly the development of the 
secondary sexual characters, is brought about by a 
hormone from the follicles, although the consumma- 
tion of their maturation is in some way restrained. 

4. To date, only negative results have been 
obtained from extracts of corpora lutea made in the 
experimental laboratory and from commercial 
extracts of ovaries, corpora lutea, and ovarian res- 
idue made by three of the largest firms manufactur- 
ing biological products. 

5. It is probable that the hormone under discus- 
sion is produced under the influence of maturing ova 
by their follicle cells. Since it is obtained from the 
ovaries of hogs and cattle and gives results in the 
mouse and rat, it is not species-specific. It is prob- 
ably produced in all ovaries as their ova mature, and 
therefore is probably common to all female animals. 

Cart H. Davis, M.D. 


Ramon y Cajal, O.: The Genesis of Dermoid Cysts 
of the Ovary (Algunas reflexiones sobre la genesis 
de los quistes dermoideos del ovario). Clin. y /ab., 
1923, i, 322. 

The author reports a tubal pregnancy in a 36- 
year-old woman which was complicated by « der- 
moid cyst of the ovary somewhat smaller than a 
fetal head at term. The lower pole of the cyst ex- 
tended to the sacral cavity and its upper pole joined 
the posterior part of the tubal tumor. It was a 
typical dermoid, not containing any ovarian tissue. 
Its contents consisted of skeletal residue enclosed in 
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a thick membranous covering; there was no macro- 
scopic or microscopic evidence to indicate residue of 
dental origin such as is usually found in formations 
of this kind. Microscopically the dermoid elements 
of the cyst were similar to those usually observed in 
such tumors. Like most others, the cyst was formed 
by greatly altered cephalic residue, i.e., from the 
cranium, mandible, etc. 

In discussing the genesis of dermoid cysts of the 
ovary (which gynecologists in general believe is 
different from that of dermoid cysts elsewhere) 
Ramon y Cajal suggests that the generative factor 
in these singular formations is a deviation from the 
typical development of the embryonic tissues, some 
of the embryonic cells becoming separated, develop- 
ing independently, and forming a rudimentary 
embryo. W. A. BRENNAN. 


Bourne, A. W., Bonney, V., Bell, W. B., and Phil- 
lips, L.: Discussion on the Treatment of Acute 
Salpingitis Brit. M. J., 1923, ii, 399. 

BourNeE states that the treatment of salpingitis is 
surgical and the best time to arrest the inflammatory 
process is in its early stages. During the past few 
years he has been able to trace eleven patients upon 
whom he operated for acute suppurative salpingitis 
within a few days of the first onset of pain. All of 
them were in good condition. He describes his 
technique as follows: 

At laparotomy, the tube is slit up as far as possible 
along the border opposite its mesenteric attachment, 
the pus is very gently swabbed away, and the mu- 
cous membrane is carefully inspected. If the tube 
appears intact and is free from gross areas of ulcera- 
tion, it is left im sitw without any further treatment 
beyond the introduction of a few sutures of fine 
catgut to fix the mucocutaneous surfaces where 
arterial bleeding occurs. If the tube is found to con- 
tain gray patches of ulceration and gangrene its 
functional recovery is impossible and it is therefore 
removed. Cysts of the ovary are removed to pre- 
vent the formation of ovarian abscesses. A drainage 
tube is then placed at the bottom of the pouch of 
Douglas and the abdomen is closed. 

In discussing this treatment Bourne states that 
the laying open of the tube establishes proper drain- 
age which favors resolution of the inflammation and 
prevents the permanent changes which would result 
from the continuation of the inflammation. Preg- 


nancy has been known to follow salpingostomy upon 
a tube in a state of chronic inflammation, and it is 
reasonable to assume that good function might fol- 
low the operation performed in the presence of 
acute inflammation. 

BonneEY also advocates early operation in all 
cases of salpingitis. In the twenty years in which he 
has been operating early he has never lost a case. 
Early operation always has the advantage over ex- 
pectant treatment in that it conserves the ovaries. 
Spontaneous cure of a pyosalpinx or an ovarian or 
pelvic abscess is usually effected through adhesion of 
the mass to the pelvic colon and the discharge of the 
pus into the bowel. 

BELL states that in his opinion salpingostomy will 
fail in a number of cases because of involvement of 
the interstitial portion of the tube. 

PurLiips reports that he has had considerable 
experience in the reconstruction of the fallopian 
tubes, the operations including salpingostomy, par- 
tial salpingectomy, resection and anastomosis, and 
incision and resuture after canalization. His tech- 
nique for salpingostomy is as follows: 

The cervical canal is dilated and a sterile swab is 
placed against the cervix. The abdomen is then 
opened, and after the contents of the tube have been 
milked out, air is injected by means of a large 
syringe to expand the tube and expose any kinks. 
This having been done, 20 c.cm. of a 1:1,000 flavine 
solution are forced through the tube so that when 
the cervical plug is removed an orange stain will 
indicate tubal patency. The same procedure is then 
repeated on the other tube with the use of 2 per cent 
violet green as the indicator. 

The free margins of the tubes are slit for about 
114 in. and the cut edges oversewn with a continu- 
ous buttonhole stitch of No. oo catgut on a very fine 
needle. Finally, the round ligaments are shortened. 
If the ostial end of the tube is torn so that it cannot 
be reconstructed, it is removed and a new opening is 
made at the free end of the tube. If a definite ob- 
struction is encountered when the tube is distended 
with air or is threaded over a needle, the affected 
portion is excised and the cut ends are re-united. In 
some cases the stenosed region is incised longi- 
tudinally and sewed up transversely. 

Of twenty women subjected to reconstructive 
operations on the fallopian tubes five subsequently 
became pregnant. Harry W. Fink, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Schwarz, O. H., and McNalley, F. P.: Changes in 
the Uterine Vessels During Pregnancy. Am. J. 
Obst. & Gynec., 1923, Vi, 155- 

The authors examined twenty-four uteri, four of 
which showed the changes occurring up to the four- 
teenth and nineteenth weeks of pregnancy, two 
those occurring up to the twenty-fourth and thirty- 
sixth weeks, twelve those occurring up to the thirty- 
sixth to fortieth weeks, five the changes of the early 
puerperium, and one the changes to be noted five 
months postpartum. The specimens were obtained 
at cesarean section in cases of contracted pelvis and 
at autopsy in cases of death due to pneumonia or ‘to 
pregnancy toxamia. 

The changes in the intima ranged from small 
fibrous plaques to involvement of the entire wall; 
the plaques showed no evidence of definite fatty 
changes and there were no wandering cells such as 
are seen in ordinary arterial sclerosis. These changes 
were found in eleven of twelve uteri; in seven they 
were very definite. The more marked vessel changes 
with the characteristics described by Goodall were 
found in ten of twelve uteri; in two they were un- 
usually striking, in four they were well marked, and 
in three they were definitely present but considerably 
less distinct. 

In the postpartum uteri the changes in the veins 
were very striking except in one instance. In the 
latter case many of the veins were swollen and 
showed some hyalinization. In the uteri from cases 
of early pregnancy no definite changes in the veins 
were found. In those of cases near or at term the 
veins were markedly enlarged, showed compara- 
tively thin walls, and were frequently compressed 
and buckled in as the result of the collapse of the 
uterus following the removal of the child. Changes 
analogous to those found in the postpartum uteri 
were absent in all but two specimens; in one of the 
latter the changes were slight, but in the other they 
were very striking. Organizing thrombi were found 
in only one case, and in this instance were discovered 


in several vessels at the musculo-decidual juncture.. 


The findings in the postpartum uteri agreed in 
every respect with those reported by Goodall except 
that many of the degenerations were associated with 
thickening of the intima, which Goodall does not 
particularly emphasize. 

In one of the four uteri from cases of pregnancy of 
from twenty-four to thirty-six weeks’ duration there 
were no intimal changes, while in the three others 
definite changes were found; in two, a decidual-like 
change was noted. In one, there was some degenera- 
tion of the internal elastic membrane. These changes 
did not involve the majority of the vessels. 


The authors conclude that the more extensive 
degenerative changes which were described by 
Goodall as occurring postpartum frequently occur 
also near or at term. In three cases which showed 
the most marked vessel changes there was extensive 
infarct formation in the placenta. 

In conclusion the authors state that if the villi are 
dependent upon the maternal rather than the fetal 
circulation, as has been pointed out by Young, such 

“interference with the blood supply of the placental 
site as must be associated with the narrowing or 
obliteration of the vessels described must cause the 
death of the tissue dependent upon them for nour- 
ishment—in other words, infarct formation. The 
more frequent and advanced changes in the vessels 
in cases of toxemia, in which extensive infarct 
formation occurs, is in accord with this view, as has 
been pointed out previously by Goodall. 

Epwarp L. CorneLt, M.D. 


Weymeersch, A., and Olbrechts, E.: The Treat- 
ment of the Tuberculous Pregnant Woman 
(Conduite a tenir chez la femme tuberculeuse gra- 
vide). Gynéc. et obst., 1923, viii, 172. 

In this article the authors discuss: (1) the in- 
fluence of pulmonary tuberculosis on the function 
of reproduction; (2) the resistance to tuberculosis 
of the offspring of a tuberculous mother; (3) the in- 
fluence of gestation on the course of pulmonary 
tuberculosis; (4) the indications for, and the effi- 
ciency of, the various therapeutic measures; and 
(5) whether a tuberculous mother may be allowed 
to nurse her infant. 

Generally speaking, pulmonary tuberculosis has 
little or no effect on the function of reproduction 
but fecundity is distinctly decreased. With regard 
to the outcome after pregnancy has been established, 
the authors quote Baudelocque’s figures: of 212 
gravid tuberculous women, ninety-nine (46.60 per 
cent) went to term, sixty-two (29.24 per cent) were 
delivered during the ninth month, twenty-three 
(10.84 per cent) were delivered during the eighth 
month, and eleven (5.18 per cent) were delivered 
during the seventh month. According to Fellner’s 
observations, approximately 37 per cent of tubercu- 
lous gravid women are delivered before term. Gold- 
rich states that 33 per cent of women with advanced 
tuberculosis and 15 per cent of those with incipient 
tuberculosis are delivered prematurely. 

To refute the argument that the offspring of tuber- 
culous parentage have a hereditary taint or at least 
a predisposition to tuberculosis the authors quote 
Grancher who reported that of 23,000 infants re- 
moved from their infected mothers to healthful sur- 
roundings only seven developed tuberculosis. ‘They 
cite also Dulhort’s report that of 2,400 infants of 
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tuberculous mothers who were removed to healthful 
surroundings only one developed tuberculosis. From 
this it would appear that the prime factor in the 
transmission of the disease to the infant is its con- 
tact with the mother after birth. 

With regard to the influence of gestation on the 
course of pulmonary tuberculosis the authors state 
that in the aggravation of the pulmonary lesion un- 
healthful environment, excessive work, and the path- 
ologic phenomena directly due to gestation, such 
as hyperemesis gravidarum, may play a part. Bar 
attributes such change to the decalcification pro- 
cesses caused by the demands of the fetus. Stern, 
Bar, and Dervaigne have shown that even in the 
absence of clinical evidence of tuberculosis the preg- 
nant woman may show a marked diminution in the 
cutaneous reaction to tuberculin, that the reaction 
is weak in the majority of cases, and in a few it is 
totally absent. Couland attributes this reduction 
to hyperactivity of the thyroid, while Fessinger and 
Barodin believe it is due to a decrease in liver func- 
tion. From Geeraerd’s statistics it is evident that 
gestation has a relatively slight untoward influence 
on tuberculous lesions of the mild or the calcified 
type, but that in cases with more advanced pul- 
monary tuberculosis showing a tendency to progress 
and in those in which the disease is manifested 
clinically following delivery it has a markedly un- 
favorable influence upon the prognosis. 

With regard to the treatment of the tuberculous 
gravid woman the authors tabulate the end-results 
obtained by a large number of German, Italian, and 
French obstetricians who advocate therapeutic abor- 
tion. They, themselves, however, prefer medical 
treatment, the patient being kept under close obser- 
vation by both the obstetrician and the internist. 
In cases with advanced and incurable lung lesions 
the aim is to prolong the life of the mother in order 
to give the unborn child the maximum chance for 
life. Abortion is to be advocated, they believe, 
only in the occasional case. The use of artificial 
pneumothorax in the treatment of the pregnant 
woman has not been generally successful, but in a 
few instances there has been a favorable response. 

In conclusion the authors state that if a woman 
with an active pulmonary lesion is permitted to 
nurse her infant she runs the risk of aggravating 
her own condition and jeopardizes the life of the 
child. James V. Riccr, M.D. 


Bermann, S. E.: A Tubo-Abdominal Extra-Uterine 
Pregnancy of Nine Months (Embarazo extra- 
uterino del noveno meso, tubo-abdominal). Semana 
méd., 1923, xxx, 1008. 

Bermann gives the clinical history of a case of 
tubo-abdominal pregnancy which reached term. 
The patient was then seized with sudden pain and 
exhibited symptoms suggesting internal hemorrhage 
with peritonitis. At laparotomy a cystic tumor con- 
taining a living fetus was found. The uterus was 
the size of a kidney and fibrous. The cystic tumor 
lormed part of the left tube. The fetus weighed 


about 3 kilos and was 50 cm. long; it lived for two 
hours. There were two distinct placentz in the fetal 
sac; the umbilical cord was inserted in one. The 
haemorrhage was due to the rupture of vessels in the 
fetal sac. The woman made a good recovery. 

According to Bermann, this is the sixth case of 
extra-uterine pregnancy reaching term which has 
been reported in the Argentine literature. 

W. A. BRENNAN. 


Henrotay, J. L.: Ectopic Gestation of Over Four 
Months (Grossesse ectopique au dela du quatriéme 
mois). Gynéc. et obst., 1923, vii, 507. 

A patient 22 years old was admitted to the hos- 
pital, September 26, 1922. Her last normal men- 
struation occurred in May, 1922. In the surgical 
ward a diagnosis of pregnancy was made and she was 
sent home. Shortly after her discharge she was re- 
admitted with a temperature of 38.4 degrees C. and 
a pulse of 120. On account of unsymmetrical 
enlargement of the abdomen by a mass, a diagnosis 
of tuberculous peritonitis complicating pregnancy 
was made. On further examination the uterus was 
found empty and displaced to the right. Subse- 
quently the right foot became oedematous. 

Laparotomy disclosed an adherent mass the size of 
a large fist, consisting of the right adnexa. During 
its removal, the mass broke and a feetid, facaloid 
fluid escaped, exposing a cavity containing a putrify- 
ing fetus, umbilical cord, and placenta. Following 
its removal, a Mikulicz drain was inserted. On the 
third day after the operationa fecal fistula developed. 
— healed and the patient was discharged 
cured. 

On the basis of its size and the centers of ossifica- 
tion of different bones as shown by the X-ray, the 
author concludes that the age of the fetus was be- 
tween four and five months. As no damage was done 
to the intestines in the removal of the mass, he 
believes the fecal fistula was the result of erosion of 
the intestines by the chorionic villi with subsequent 
infection of the fetal sac. 

SALVATORE DiI Patma, M.D. 


LABOR AND ITS COMPLICATIONS 


Manna, A.: Clinical Studies of a New Analgesic in 
Obstetrical and Gynecological Practice (Studio 
clinico su un nuovo analgesico nella pratica ostetrica 
e ginecologica). Arch. di ostet. e ginec., 1923, xvii, 
145. 

“Maratrik,”’ composed of 1 cgm. of hydrochlorate 
of morphine, 2 mgm. of neutral sulphate of atropine, 
and 1.5 cgm. of sedasina gualdoni, the latter a 
synthetic product (benzoic ether of dimethyl- 
amino-propanol), was used in seventeen obstetrical 
and three gynecological cases. 

The youngest subject was 18 years of age and the 
oldest 40. All of them were in good general health 
and free from adnexal disease. In the obstetrical 
cases the pelvic measurements were normal. The 
injection of one ampoule of the preparation was 
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given in the region of the ischial tuberosity as near 
the pudendal nerve as possible. 

Only one injection was given except in two cases 
in which a second was necessary because the effect of 
the first injection had practically ceased at the end 
of half an hour. As a rule the dilatation of the cervix 
at the time of the injection was at least 5 to 6 cm., 
and in one case it was almost at the beginning of 
fetal expulsion. 

The analgesia was complete or at least the pain of 
the uterine contractions was rendered bearable. The 
sensations during the analgesia were pressure on the 
abdomen, pressure on the uterine fundus, and 
tightening around the body. These were not painful. 
The duration of the uterine contractions was de- 
creased and the interval between them increased. 
General phenomena were a slight headache and 
somnolence of brief duration. 

The time between the injection and beginning 
analgesia varied from ten to twenty minutes. The 
duration of the delivery was from eight to thirty-six 
hours in the cases of primipare and from five to 
twelve hours in the cases of multipare. The effect 
on the fetus was practically nil. The puerperium 
was normal. Retention of the placenta and hemor- 
rhage in artificial delivery occurred in only one case. 

The analgesia was satisfactory also in the three 
gynecological cases—dilatation and curettage and 
cervical plastics. SALVATORE DI Parma, M.D. 


Cheinisse, L.: The Search for a Treatment of 
Eclampsia Based on Its Pathogenesis (La 
recherche d’un traitment pathogénique de l’eclamp- 
sie). Presse méd., Par., 1923, XXX, 720. 


The author first reviewed the various theories of 
eclampsia in 1898. The theory most generally 
accepted at that time attributed the condition to the 
presence in the blood of a toxin formed in the pla- 
centa. During the last quarter of a century the 
theories advanced have been numerous, but the 
specific cause of the phenomenon remains unknown. 
In Germany, certain investigators have advocated 
amputation of the breasts to relieve the condition, 
others recommend cranial trephination, and others, 
extirpation of the corpus luteum. 

Selheim concluded from rather scant experimenta- 
tion that the toxic substance in eclampsia is elabo- 
rated by the mammary gland. He therefore injected 
potassium iodide into the breasts of two eclamptics 
and excised the glands of another. A cure resulted. 

Zangmeister, who was one of those advocating 
trephination, believes that eclampsia is due to oede- 
ma of the tissues in general, and of the kidneys 
and cerebrum in particular, resulting from injury 
of the capillaries and causing an increase in the intra- 
cranial pressure and the blood pressure. He claims 
that the true state of eclampsia is preceded by a 
gradually developing cerebral anemia, and that the 
convulsions are clinical manifestations of this cere- 
bral hypertension and cortical anemia. However, 
the fact that convulsions develop suddenly without 
premonitory symptoms tends to refute this view. 


Vollard, Hinsehman, and others believe that an 
exaggerated angiospasm accounts for the oedema and 
ischemia of the cortical areas. 

Hofbauer claims that the eclamptic syndrome js 
due to hyperactivity of the hypophysis and supra- 
renals, and that the convulsions relieve the cerebral 
vascular spasms due to vasoconstrictor hormones, 
He believes that the hypophysis plays the important 
role in eclampsia through its influence on the circu- 
lation of the brain, liver, kidneys, and skin. On the 
basis of this assumption and the antagonistic action 
between the hypophysis and the suprarenals on the 
one hand and the ovary on the other, he recom- 
mends the administration of corpus luteum which 
supposedly lowers the blood pressure and has a 
selective dilating action on the cerebral vessels. 
Westermark, on the other hand, recommends extir- 
pation of the corpusluteum. James V. Ricci, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Solieri, S.: Suppurative Arthritis of the Symphysis 
Pubis During the Puerperium (Artrite suppura- 
tiva della sinfisi pubica in puerperio). Policlin., 
Rome, 1923, Xxx, sez. chir., 298. 

The condition discussed in this article is extremely 
rare and little mention is made of it in the textbooks. 
Solieri reports two cases in detail. The first was that 
of a multipara 26 years old. Intense pain in the 
lower abdomen radiating to the external genitals and 
thighs began the first day after delivery and became 
progressively worse. Active flexion of the thighs was 
impossible and passive flexion increased the severity 
of the pain. Palpation revealed extreme tenderness 
in the symphysis pubis. A diagnosis of acute sup- 
purative arthritis of the symphysis pubis was made. 
The treatment consisted first in the intramuscular 
injection of colloidal silver to combat general infec- 
tion and the application of ice to the pubic region. 
Later, a pubic and suprapubic incision was made and 
a large amount of creamy, yellowish green pus was 
evacuated from the space of Retzius. On explora- 
tion, the symphyseal articulation was found to be 
open along its entire extent; its bony surfaces were 
bare and rough. 

In the second case, that of a multipara aged 
28 years, the symptoms were very similar to those 
in the first. After treatment with injections of col- 
loidal silver, a large quantity of thick, yellowish pus 
was evacuated by bilateral incision of the labia 
majora and minora. The condition of the symphysis 
pubis was the same as in the previous case. The 
space of Retzius was drained. Cultures from the pus 
yielded the staphylococcus aureus. 

In conclusion the author discusses the differential 
diagnosis of suppurative arthritis of the symphysis 
pubis. The surgical evacuation of the pus may be 
done by the high or hypogastric route or through the 
interlabial sulcus of the vulva. The choice of the 
route must depend upon whether the purulent col- 
lection is more evident toward the hypogastrium or 
toward the external genitals. |W. A. BRENNAN. 
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ADRENAL, KIDNEY, AND URETER 

Holfelder, H., and Peiper, P.: The Sensitivity of 
the Adrenals to Irradiation and Methods of 
Preventing Adrenal Injury During Deep Roent- 
gen-Ray Therapy (Die Strahlenempfindlichkeit 
der Nebennieren und Wege der Verhuetung von 
Nebennierenschaedigungen in der Roentgentiefen- 
therapie). Strahlentherapie, 1923, xv, 1. 

The authors observed two cases in which, follow- 
ing deep irradiation in the region of the pancreas and 
adrenals, great weakness and depression supervened 
and in the next few weeks a brownish discoloration of 
the skin appeared which persisted for two months. 
They attribute these effects and the roentgen mal- 
aise which comes on so frequently following irradia- 
tion of the gastric region to a transitory injury to the 
adrenals. 

Following these observations, the authors inves- 
tigated the effects of irradiation on guinea pigs. 
The normal adrenals of these animals show a con- 
stant change in the structure of the cortex. Preg- 
nancy is associated with hypertrophy, an enormous 
increase of karyokinesis in the narrow outer layer of 
the cortex (zona glomerulosa), intracellular vacuole 
formation in the lipoid-containing middle layer 
(zona fasciculata), and marked pigmentation and cell 
destruction in the innermost layer (zona reticularis) 
which in young animals is poor in pigment or lacks 
it entirely. In the experimental animals an area on 
the back at the level of the tenth and eleventh ribs 
3 cm. wide was irradiated through a 14-mm. zinc 
filter at a skin distance of 30 cm. Complete loss of 
hair did not occur in the irradiated area nor macro- 
scopic nor microscopic changes in the irradiated 
loops of intestine. Of seven animals, one died on the 
fourth day after the irradiation of two intersecting 
fields with a calculated dosage of 180 per cent. 
Autopsy showed no changes in the skin, intestines, 
or adrenals. The authors attribute the death to a 
toxic effect upon the adrenals which had not reached 
the stage of anatomical change. 

Another animal, which was given a dosage of about 
go per cent, died after twenty-one days, during which 
time it became progressively weaker. In this case 
there was an extraordinary loss of lipoid in the entire 
cortex similar to that observed by Peiper in experi- 
mental scorbutus in guinea pigs. 

In three animals given dosages of 120, 75, and 60 
per cent respectively, extravasation of blood, exten- 
sive cell degeneration, and marked absence of lipoid 
in the zone fasciculata and reticularis were found 
after from two to ten weeks. In one of them, marked 
pigmentation in the reticularis was present in addi- 
tion. 

In two animals given doses of 110 and 60 per cent 
Tespectively, there were less marked changes consis- 
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ting of degenerative vacuole formation in the cell 
nuclei in the fasciculata, extravasation of blood and 
an increase of pigmentation in the reticularis, and a 
slight decrease of lipoid. The adrenal medulla was 
entirely unaffected. In one case 60 per cent of 
the erythema dose caused irreparable injury of 
the adrenals. 

From these studies the authors conclude that in 
clinical cases the dosage in the region of the adrenals 
should never exceed half the dosage tolerated by the 
intestines. For cases of carcinoma of the stomach 
they recommend that the axis of the cone of rays be 
directed in a plane extending obliquely through the 
body from before upward and backward, in order 
that the adrenals will be protected as much as 
possible from direct irradiation. Hinz (Z). 


Rehn, E.: The Diagnosis of Kidney Function in 
Surgery (Funktionelle Nierendiagnostik in der 
Chirurgie). 47 Versamml. d. deutsch. Gesellsch. f. 
Chir., 1923. 

The method worked out by Redner from animal 
experimentation and clinical observations consists 
of the determination of the acid and the alkali ex- 
cretion. To determine the acid excretion, 20 drops 
of hydrochloric acid in 30 c.cm. of water are given 
in the morning before food is taken. For the alkali 
test an intravenous injection of 50 c.cm. of 4 per 
cent sodium bicarbonate solution is given. Five 
types of reaction can be distinguished: 

1. Acid excretion normal, alkali excretion nor- 
mal (irritation of the kidney). 

2. Acid excretion normal, alkali excretion im- 
paired. After the administration of sodium bicar- 
bonate the acid values approach the neutral point 
(nephralgia spasm). 

3a. Acid excretion impaired, alkali excretion nor- 
mal (pyelitis). 

3b. Acid excretion impaired, alkali excretion nor- 
mal (pyonephrosis). 

4. Acid excretion impaired, alkali excretion im- 
paired, acid values approximate neutral (renal 
tuberculosis). 

5. Acid excretion impaired, alkali excretion nega- 
tive; renal stasis (grave pyelonephritis). 

A comparison with the functional tests used to 
date favors the new test. With larger experience 
it will become of importance in the differential diag- 
nosis of renal diseases. STETTINER (Z). 


Cospedal, A. M.: An Enormous Hydronephrosis 
Which Simulated an Ovarian Cyst (Hidrone- 
frosis enorme que parecia un quiste del ovario). 
Clin. y lab., 1923, ii, 24. 


The patient was a 40-year-old woman with a 
tumor in the left side of the abdomen extending 
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from below the costal arch to the pubes and to the 
right side beyond the midline. A diagnosis of 
ovarian cyst was made, but operation revealed, 
instead, an enormous hydronephrosis. 

The error in the diagnosis was due in part to the 
large size of the tumor. Catheterization is not always 
possible in such cases. W. A. BRENNAN. 


Peters, W.: So-Called Aseptic Renal Pyuria (Ueber 
die sogenannten aseptischen renalen’ Pyurien). 
Deutsche Zischr. f. Chir., 1923, clxxvi, 342. 

Peters reports fifteen cases in which renal pyuria, 
pyelitis, or pyelonephritis was present but neither 
the usual pyogenic micro-organisms nor the tubercle 
bacillus could be demonstrated. Ten cases were 
treated conservatively; in five of these, both renal 
pelves were diseased. Five cases in which the clinical 
picture suggested tuberculosis and nephrectomy was 
performed are discussed in detail. Two patients in 
whose kidneys no tuberculous changes could be dis- 
covered returned at the end of one and two years 
respectively with urogenital tuberculosis. In two 
cases the pyelitis was probably of gonorrhceal origin. 
In one, the cause of the suppuration could not be 
determined. 

The author’s clinical observations and experi- 
ments tend to show that aseptic pyuria cannot be 
recognized as a distinct pathclogical entity as some 
of the cases are due to tuberculosis, others to gonor- 
rhoea, and a great many others represent the chronic 
stage of a bacterial pyelonephritis due usually to the 
staphylococcus. Chemical changes associated with 
intestinal disturbances may cause a similar clinical 
picture. 

The treatment is nephrectomy because as a rule 
the involved kidney is of little value. 

FRANGENHEIM (Z). 


Huebner: The Early Diagnosis of Tuberculosis of 
the Kidney (Fruchdiagnose der Nierentuberku- 
lose). 47 Versamml. d. deutsch. Gesellsch. f. Chir., 
1923. 

Early diagnosis is facilitated by the progressive 
tendency of the infectious process. Secondary tuber- 
culosis of the bladder usually develops early. In the 
majority of the cases of renal tuberculosis a diag- 
nosis can be made by cystoscopy. Ringleb lists the 
symptoms as follows: 

Renal signs: pyuria; hematuria; inflammation, 
ulceration, and deformity—crater-shaped hole, dis- 
placement—at the ureteral ostium. 

Changes in the bladder: hyperemic islands on the 
mobile parts, nodules, lenticular ulcers, typical tu- 
berculous ulcer, granuloma. 

The first changes usually appear at the ostium of 
the ureter. This is displaced outward and backward 
by shortening of the ureter and is stretched. The 
belief that tuberculosis spreads from the ureteral 
ostium toward the trigone of the bladder is errone- 
ous. It next involves the vertex and the mobile 
parts. This is explained by the distribution of the 
lymph vessels. When the lymph vessels are injected 


with Berlin blue, the trigone remains free from the 
dye. The agreement between the injection tests and 
the spread of vesical tuberculosis shows that the 
tuberculosis virus is carried through the lymph 
channels. Therefore freedom of the trigone from 
involvement is of importance in the differential 
diagnosis, and the presence of submucous nodules on 
the vertex and in the mobile parts is a sign of tuber- 
culosis. STETTINER (Z), 


Freudenberg: Tuberculosis of the Bladder and 
Kidney (Blasen- und Nierentuberkulose). 47 Ver- 
samml. d. deutsch. Gesellech. f. Chir., 1923. 


In the roentgen picture the normal bladder shows 
a definite regularity in outline. In the tuberculous 
bladder an irregularity in shape is evident on the 
side involved. 

In the discussion of Freudenberg’s paper, kK verr- 
NER reported on 130 cases of renal tuberculosis, 
There was associated involvement of the bladder in 
go per cent, of the male genitalia in 4o per cent, and 
of the female genitalia in 2 per cent. The immediate 
mortality of nephrectomy was 8.5 per cent and the 
late mortality within a period of three years, 21.8 
per cent. In some of the cases the cure has persisted 
for fifteen years. In 35 per cent micturition is entire- 
ly normal. In half of the cases with vesical tuber- 
culosis the bladder condition became completely 
cured following the operation. One woman operated 
upon subsequently went through three normal preg- 
nancies. 

RENNER stated that though the diagnosis is difii- 
cult, an exploratory incision should be made only in 
the most severe cases. The postoperative treatment 
is of the greatest importance, but local treatment of 
the bladder should be given only when, after from 
three to six months, there is no benefit from the 
operation. 

WossIDLo stated that he has recently come to a 
better understanding of the indications for tuberculin 
treatment. This is indicated only in the early stages 
of the infection and to render cases of bilateral tuber- 
culosis operable. 

According to BArtu, the end-results are influ- 
enced adversely by the remaining vesical tuberculo- 
sis. Only about one-fourth of his patients remained 
cured for as long as nineteen years and only one-half 
were benefited; one-fourth of them died within the 
first year. Following unilateral nephrectomy preg- 
nancy is well borne. 

REDNER reported a case of tuberculous horseshoe 
kidney, half of which he removed. The patient was 
still well after twenty years. 

VOELCKER warned against exploratory incision of 
the kidney, stating that he had lost two cases from 
miliary tuberculosis due to this cause. He believes it 
is better to perform a nephrectomy, even if nothing 
is found at first, than to search for hidden foci. 

Von HABERER discussed cases of renal tubercu- 
losis suggesting nephralgia in which functional exam- 
ination and catheterization of the ureters failed to 
reveal the true nature of the condition. 
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Rose pointed out the much more frequent in- 
volvement of the upper pole of the kidney due to the 
pressure of the eleventh and twelfth ribs. 

Casper stated that he performed an extirpation 
in 170 of 700 cases of renal tuberculosis and that the 
mortality in the last seventy was only 2 per cent. 
Most of the patients not operated upon succumbed. 
In cases in which, because of marked contraction of 
the bladder, catheterization of the ureters is im- 
possible, the secretion of each kidney may be col- 
lected separately by exposing the kidney and clamp- 
ing of! the ureter. 

RoruscuILp stated that the conception of early 
operation is relative and that it is necessary to arrive 
at a definite understanding regarding it. He warned 
against always regarding the nodules mentioned by 
Huebner as due to tuberculosis, as they may be 
found also in normal bladders. 

Mav brought up the point that in the subcutane- 
ous tuberculin test the onset of pain is not to be 
interpreted as a positive reaction. 

HorMEISTER advocated removal of the kidney fol- 
lowing a diagnosis of renal tuberculosis, even though 
the closed-off, buried foci are not found. 

HILLMANN reported a case in which uncontrollable 
bleeding was the first symptom. 

KvemMe urged the establishment of the diag- 
nosis before exposure of the kidney. Tuberculosis of 
the bladder is often cured by nephrectomy, and in 
many cases the internal administration of potassium 
iodide and local treatment with phenol solution, 
iodoform, etc. give relief. General treatment for 
tuberculosis and injections of tuberculin are also 
indicated. If these are not successful, extirpation of 
the bladder and transplantation of the ureters must 
be considered. 

HveBNER stated that he regards nodules as posi- 
tive evidence of tuberculosis only when they are 
associated with other suggestive signs. 

STETTINER (Z). 


Pappa: The Technique of Nephrotomy in Cases 
of Large Irregular Stones (Technique de la 
néphrotomie dans les gros calculs coraliformes). 
Bull. et mém. Soc. de chir. de Par., 1923, xlix, 250. 


An extensive pyelotomy having been made, the 
stone is pushed toward the periphery of the kidney 
with the inserted index finger, and a second incision 
then made down to it. In this way its extraction 
is facilitated and the chances of its breaking and 
escaping are minimized. 

_In order to prevent infection of the sutures of the 
kidney the author passes them only twice through 
the parenchyma. The details of this technique can- 
not be presented in an abstract. Finally, instead of 
placing a drain in the parenchymal incision, where it 
May cause severe hemorrhage on its removal, he 
drains the pelvic opening. 

In discussing the method described, Marton stated 
that he found the primary incision and subsequent 
drainage of the pelvis very satisfactory in cases of 
large stones but impossible in cases of stones not 


causing distension of the renal pelvis. In two cases 
he found the method of suturing not sufficient for 
hemostasis and therefore, although it is theoretically 
good, he believes it must be used with the greatest 
caution. 

CHEVASSU stated that several small openings are 
preferable to long nephrotomy incisions from pole 
to pole as the latter are dangerous. If there is good 
function on the other side, he prefers to remove a 
kidney containing a large stone as usually it is 
practically functionless. Rupotr Marx, M.D. 


Summers, J. E.: The Transverse Incision in the 
Surgery of the Kidney. Nebraska State M. J., 
1923, Vili, 273. 

Large kidneys are removed with difficulty by the 
usual lumbar incision. The transperitoneal incision 
along the linea semilunaris may be used. Morris 
employs a retroperitoneal lumbar incision in addition 
to the transperitoneal incision. The posterior open- 
ing is used for drainage if this is indicated. 

The author uses the technique of Brazy who modi- 
fied that of Pean. The incision is transverse, begin- 
ning a little below and behind the palpable end of the 
eleventh rib and extending not quite to the midline 
between the umbilicus and the ensiform. The mus- 
cles are divided plane by plane with great care to 
avoid the nerves. The peritoneum is not entered. 
As a rule the free end of the eleventh rib points to 
the pedicle. 

This incision leads directly to the body of the 
kidney and allows much better control of the upper 
pole. The pedicle is exposed on its anterior surface 
and can be secured before the kidney is removed. 
Tumors may be freed more easily than with other 
techniques, and the incision can be turned into a 
laparotomy on either side. C. D. Pickre.t, M.D. 


Ekehorn, G.: Exploratory Exposure of the Kidney 
on One Side Before Nephrectomy on the Other 
in Advanced Cases of Renal Tuberculosis 
(Meine Erfahrungen betreffs explorativer Freileg- 
ung der Niere auf der einen Seite vor Nephrektomie 
auf der anderen Seite in vorgeschrittenen Faellen 
von Nierentuberkulose). Ziéschr. f. urol. Chir., 1923, 
xii, 123. 

Exploratory exposure of the opposite kidney in- 
twenty-seven cases demonstrated that nephrectomy 
was possible in twenty but contra-indicated in seven. 
In one case bilateral catheterization was possible but 
the urine from both kidneys contained tubercle 
bacilli. In five cases only one ureter could be cath- 
eterized, in sixteen neither could be catheterized, and 
in five even cystoscopy was impossible. 

The-author always performs exposure and neph- 
rectomy at one operation, and usually closes the 
wounds on both sides completely without drainage. 
As a rule healing occurs without complications. 

In advanced bilateral cases the final results are 
not, of course, ideal. Of fourteen patients re- 


‘examined, the condition of four who had been sub- 


jected to nephrectomy two, five, nine, and twelve 
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years previously, was found improved. Of seven 
on whom only an exploratory exposure was done, 
six died soon after the operation and only one lived 
for five years. 

The question as to whether persons with advanced 
or bilateral renal tuberculosis should be operated 
upon the author answers in the affirmative. They 
are not injured by nephrectomy and are generally 
benefited, as the pain, fever, and toxic action de- 
crease. The exposure and examination of the other 
kidney is not done to decide whether it is tuber- 
culous, but to determine whether its condition is 
such as to allow the removal of the degenerated kid- 
ney. Exposure should be done carefully so as not to 
bruise the kidney. Decapsulation is not done, but 
the ureter should be palpated as it usually shows 
changes very early. The author makes functional 
tests in cases of renal tuberculosis only exceptionally. 

VoLLHARDT (Z). 


Neumann: A Case of Double Kidney Removed by 
Operation (Kin Fall von operativ entfernter Dop- 
pelniere). Verhandl. d. Gesellsch. f. Chir., Moscow, 
1922. 


Neumann's patient sought treatment because of 
hematuria. The upper accessory portion of the 
removed kidney showed the typical picture of hydro- 
nephrosis and the lower portion showed hemorrha- 
gic nephritis and pyelitis. 

In the discussion of Neumann’s report, FEDOROFF, 
among others, called attention to the fact that in 
such cases only the accessory portion of the kidney 
should be resected as only this part shows the spas- 
modic changes. The hemorrhagic nephritis in the 
normal portion of the specimen is undoubtedly a 
reaction. Following the resection of the accessory 
portion, the remaining portion will soon become 
normal. BLUMENTHAL (Z). 


Nikolski, A. M.: The End-Results of Transplanta- 
tion of the Ureters into the Intestine (Die 
Dauerresultate der Uretertransplantation in den 
Darm). Nowy Chir. Arch., 1922, ii, 649. 

In certain diseases of the bladder and especially in 
extensive operations for carcinoma of the uterus 
with involvement of the bladder the transplantation 
of the ureters into the intestine is the only operation 
which will render existence tolerable. The dangers 
of an ascending pyelonephritis are not very great and 
are eventually overcome. The author reports three 
cases of transplantation of the ureters into the intes- 
tine which were traced for many years. All of these 
patients suffered from postoperative pyelitis but 
ultimately recovered. 

The first case was that of a 22-year-old woman 
with a vesicovaginal fistula, in whom the inflamed 
adnexa were removed during the laparotomy and 
both ureters were transplanted into the intestine 
according to the method of Tichoff. 

The second case was that of a woman 45 years old 
in whom the uterus, the adnexa, and the greater part 
of the adherent bladder and ureters were removed 
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because of an advanced carcinoma of the uterus and 
the ureters transplanted into the intestine. Five 
years later, when the patient re-entered the clinic for 
the treatment of an incisional hernia, the urine was 
regularly passed per rectum several times a day, 
separately from the stools. During the second 
laparotomy the sites of implantation of the ureters 
into the sigmoid flexure appeared as small elevations 
without any other change. Recovery was smooth, 
On rectoscopic examination rhythmic contraction of 
the implanted ureters was observed. Urinalysis re- 
vealed nothing abnormal, and the patient stated 
that she felt well. 

The third case was that of a woman 35 years old 
in whom the ureter was accidentally injured during 
a hysterectomy for carcinoma and was transplanted 
into the intestine. When the patient was re-exam- 
ined after two years she stated that she had felt well 
and there had been no urinary disturbances until 
three months previously when carcinomatous in- 
volvement of the bladder had developed. In this 
case also the good function of the transplanted ureter 
was demonstrated on rectoscopic examination. 

These cases show that the transplantation of the 
ureters into the intestine may be well borne for years, 
that the subjects become accustomed to the condi- 
tion and feel well, and that urination and defecation 
are carried out separately. Urinalyses showed no 
pus and only a slight turbidity from albumin. 

ScHAACK (Z). 


BLADDER, URETHRA, AND PENIS 


Bumpus, H. C., Jr., and Foulds, G. S.: Gradual 
Emptying of the Over-D‘stended Bladder. J. 
Am. M. Ass., 1923, 1xxxi, 821. 


It is generally recognized that the removal of the 
urine from a chronically over-distended bladder is 
often followed by untoward symptoms and even 
death. If the bladder is emptied rapidly and com- 
pletely at one time, the sudden reduction of the 
intravesical pressure results in immediate congestion 
throughout the urinary tract with resulting oedema 
and hemorrhage which may be so severe as com- 
pletely to suppress renal function by increasing the 
pressure within the renal capsule to a point incom- 
patible with glomerular and tubular function. Even 
though the process may not go on to complete sup- 
pression of urine, the congestion and oedema make 
the urinary tract a fertile field for infection, a com- 
plication which is borne very poorly by this groups 
of patients and is the undoubted cause of many of 
the fatalities. 

O’Connor has shown that coincident with empty- 
ing the bladder of residual urine there is a decided 
fall in the blood pressure. Thus, to the difficulty of 
filtering urine through a congested renal parenchyma 
is added the lowering of the pressure behind this 
filter, which still further embarrasses the mechanism 
of excretion. O’Connor found that in 75 per cent of 
his patients the drop in the blood pressure reached 
its lowest point at the end of forty-eight hours. 
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If a procedure could be adopted that would delay 
the period of falling blood pressure and so prolong 
it that the new level was not reached for several 
days instead of in the first forty-eight hours, it 
should greatly aid in keeping at a maximum the 
amount of urine excreted during the period when the 
urinary tract is adjusting itself to the new conditions 
of pressure. In 1920, Van Zwalenburg described 
such a method of emptying over-distended bladders 
without at any time reducing the intravesical pres- 
sure suddenly. This method has since been used at 
the Mavo Clinic in the treatment of eighty-three 
patients. The results in twenty of these cases have 
been previously reported. 

A soft rubber catheter is introduced into the blad- 
der and fastened in place, and a clamp is attached to 
the distal end to prevent the loss of urine. The 
catheter is then connected to a rubber tube filled 
with water, which leads through a simple manometer 
to a receptacle, usually an ordinary enema can, 
placed about 6 ft. above the floor. The system hav- 
ing been completed the clamp on the catheter is re- 
leased and the pressure in the bladder read on the 
manometer, the receptacle then being lowered so 
that the outlet of the system is about 3 cm. above 
the level of the fluid in the manometer. The urine 
will then just trickle over on deep inspiration, and 
the entire urinary tract will continue to function 
under its usual pressure. 

Sudden oedema and congestion incident to the 
removal of even a small amount of urine has not 
occurred. After rest in bed it is observed that the 
original bladder pressure, as registered on the man- 
ometer, gradually falls. The level of the receptacle 
may then be suitably lowered, with care to keep 
it always a few centimeters higher than the reading 
on the manometer in order that the urinary tract 
may at all times be working against a continuous, 
though lowering pressure. Under these conditions 
the time of emptying the bladder may vary from two 
days to a week; usually, however, it takes from three 
to five days. Instead of falling suddenly, the blood 
pressure decreases more gradually, and oedema and 
congestion of the urinary tract are reduced to the 
minimum. 

Seventy-one of the eighty-three patients treated 
by this method had benign hypertrophy of the 
prostate; eleven, a carcinoma of the prostate; and 
one, a urethral stricture of long standing. The oldest 
patient was 88 years of age and the youngest 48 (the 
Stricture case); the average age was 57 years. Al- 
most without exception, the patients were in very 
poor general condition; many were definitely uremic 
on admission to the hospital. The majority had had 
definite retention and overflow for at least two or 
three months, and several for more than two years. 
In many instances it was difficult to obtain a clear 
history regarding the duration of the urinary 
tetention. 

_In all of the cases the bladder was distended suffi- 
cently to be demonstrated by percussion or palpa- 
tion above the level of the symphysis pubis. In 


forty-six it extended as a typical pyriform tumor 
reaching the level of the umbilicus. The renal func- 
tion was generally very poor; the specific gravity of 
the urine was low, averaging 1.012; the average out- 
put of phenolsulphonephthalein in two hours was 
10.59 per cent; and the blood urea averaged 95.85 
mgm. for each too c. cm. of blood. The creatinin 
estimation varied between 1.5 and 8.7 mgm. for each 
100 c. cm. of blood, the usual amount being from 2 
to 4 mgm. 

Careful records were kept of the diastolic and 
systolic blood pressure, the intake and output of 
fluids, and the intravesical tension. Blood urea and 
creatinin estimations were at first made daily; later, 
twice a week. These data have been charted, and 
typical charts are reproduced. The charts show that 
the critical period is at the time the blood pressure 
has reached its lowest point. The longer this is de- 
layed, the greater the amount of urine excreted and 
the more rapid the fall in the blood urea. Thus, if 
at the period of minimal blood pressure, the urine 
output has also markedly declined and the urea is 
rising, the prognosis is very grave. If, however, with 
the falling blood pressure, the urine output is sus- 
tained and the urea is diminishing, the prognosis is 
good, irrespective of the amount of urea. 

In almost all of the cases the renal function im- 
proved the average phenolsulphonephthalein out- 
put; in two hours it increased from 10.59 to 40.42 
per cent. The blood-urea average also fell, decreas- 
ing from 95.85 to 52 for each 100 c. cm. of blood. A 
successful prostatectomy was performed on forty- 
two patients prepared in this manner, and supra- 
pubic drainage was established in nine. Of the 
eighty-three patients on whom this method was 
used four died. One of these deaths was due to 
peritonitis following rupture of the appendix and 
another to prostatic abscess in a patient with ad- 
vanced carcinoma of the prostate. The 2.5 per cent 
mortality in the remaining cases indicates the effec- 
tiveness of the method described and demonstrates 
that it is worthy of more universal adoption. 

Gorpvon S. Foutps, M.D. 


Bronnikoff, M. N.: The Rapidity of Stone Forma- 
tion in the Bladder (Zur Frage ueber die Schnellig- 
keit der Steinbildung in der Harnblase). Nowy 
Chir. Arch., 1922, ii, 701. 


In contrast to the etiology, diagnosis, and treat- 
ment of vesical calculi, the rapidity of their forma- 
tion has received little attention. In the literature 
the author was able to find only five case reports in 
which this was mentioned. 

In one of Bronnikoff’s cases, that of a patient who 
was operated upon twice, it was possible to deter- 
mine that a large stone which was removed by sup- 
rapubic section, and weighed, when dried, 66 gm., 
had formed in a period of three and one-half years. 
The nucleus was a blood coagulum. In the cases 
reported in the literature in which the time was 
noted the stone developed around a foreign body. 

ScCHAACK (Z). 
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Squier, J. B.: Segmental Resection of the Bladder 
for Neoplasm. Surg., Gynec. & Obst., 1923, xxxvii, 
179. 

The author believes that we have not yet ad- 
vanced beyond the experimental stage in the use of 
radium and deep X-ray therapy in the treatment of 
bladder neoplasms, and that in the management of 
vesical carcinoma surgery must still be regarded as 
of first importance. 

As better results were obtained in the treatment of 
gastric cancer after the type of operation was based 
on a knowledge of the lymphatics of the stomach, 
better results will probably be obtained in vesical 
carcinoma when operation is based on a knowledge 
of the lymphatics of the bladder. Squier describes 
the distribution of the bladder lymphatics and their 
drainage toward the inferior bladder segments. As 
the removal o’ all the sources of lymphatic extension 
in cases of bladder malignancy would be impossible, 
the operative technique devised by him and used in 
a series of cases is a compromise between the ideal 
and the possible. It consists in a segmental resection 
of the entire thickness of the bladder, depending in its 
direction and extent upon the position of the tumor 
and the chance of recurrence in that area. 

Squier has found that cancer of the superior and 
lateral wall segments recurs more rapidly than that 
of the ureteral segments and necessitates extensive 
removal of the bladder wall toward the base. 
Growths just beneath the prevesical space also show 
a tendency to rapid recurrence. For the varying 
situations of malignancy he gives the following lines 
of resection which in most cases will amount to a 
removal of practically one-half the bladder: 

‘‘When the tumor is on the anterior surface, the 
bladder is bisected laterally and excised down to the 
internal sphincter. When the tumor involves the 
lateral walls, the bisection is made from before 
backward in the median line and the line of bladder 
excision made just above the ureteral orifice or as 
in tumors involving the ureter. 

“In the growths involving the ureteral segment, 
the bisection is the same, but the line of excision is 
just back of the internal sphincter, with transplanta- 
tion of the ureter. Tumors occurring at the fundus 
near the insertion of the urachus should be removed 
with the urachus and attached adventitious tissue 
en masse, peritoneum, etc., up to the navel. 

“Tumors occurring in that part of the fundus 
which is covered by peritoneum should be removed 
with the attached peritoneum. 

“Tumors in the ureteral segment should be re- 
moved with the ureter end attached, and the ureter 
divided only after the mass has been entirely freed 
and hangs from the ureter as a pedicle.” 

Of a series of seventy-five patients treated by the 
author by this method of segmental resection, 
twenty-seven died in the hospital after the opera- 
tion, twenty have recurrences or extensions by 
metastasis, and twenty-eight are without signs of 
recurrence from two to eight years after the opera- 
tion. Henry L. Sanrorp, M.D. 


50 INTERNATIONAL ABSTRACT OF SURGERY 


Joseph, E.: A Case of Total Extirpation of the 
Bladder (Ein Fall von Totalextirpation der Blase), 
Zischr. f. urol. Chir., 1923, xii, 353- 

In the case of a 51-year-old man a tumor close to 
the right ureter was treated by thermo- and chemical 
coagulation (the latter by concentrated trichlora- 
cetic acid). Two months later a small recurrence was 
removed in the same way. Six months later a second 
recurrence had developed and the left ureter had be- 
come involved. Because of bladder hemorrhages, a 
suprapubic fistula was then formed. Subsequently 
the catheter was replaced with a broad drain. 

One year after the beginning of treatment, on 
account of unbearable pain, a bilateral pyelostomy 
was done and a drain placed in each kidney pelvis to 
drain the urine into a portable receptacle. There- 
after, an irrigation with 1:1,000 silver nitrate was 
given twice a week. One month later, under lumbar 
anesthesia, total extirpation of the bladder and 
prostate was done through a T incision with sever- 
ance of the urethra and ureters. The peritoneum, 
which was torn, was closed with adhesive strips, only 
a small opening being left. 

The wound healed, but the patient died three 
months later from metastases and a local recurrence. 
In the author’s opinion the relief from the pye- 
lostomy was only temporary because the carcinom- 
atous bladder continued to produce serous secre- 
tion, being strongly irritated. Total extirpation of 
the bladder is usually done too late as it is not until 
the advanced stages of the disease that the patient 
will consent to it. Frank (Z), 


Jastram, M.: The Treatment of Injuries of the 
Male Urethra (Zur Behandlung der Verletzungen 
der maennlichen Harnroehre). Deutsche Ztschr. f. 
klin. Chir., 1923, clxxvii, 70. 

The indication for an immediate Boutoniére opera- 
tion in cases of typical rupture of the urethra is 
generally recognized. Opinions differ only as to de- 
tails such as the method of suturing and the alter- 
treatment (permanent catheter, the use of bougies, 
etc.). Koenig’s objections to the use of the perma- 
nent catheter are not shared by the majority of 
surgeons. In cases in which the injury to the tissues 
is not extensive, expectant treatment with a perma- 
nent catheter may be given. Then if the progress 
of the condition is favorable, a urethral incision will 
have been avoided. In all cases in which a retention 
catheter is used the bladder must be irrigated once 
or twice daily in order to prevent cystitis. Ii it is 
impossible to pass a rubber catheter, a metal cath- 
eter (Mercier) may be left in place for a few days. 

Primary circular suture of the torn ends is not 
always necessary. Koenig and Pels-Leusden suture 
only the anterior wall of the urethra, allowing the 
posterior wall and the perineal wound to remain 
open. In cases of marked infection, this is always 
necessary. The most favorable conditions for heal- 
ing without stricture are established when it is pos- 
sible to close the perineal wound over the circularly 
sutured urethral wound. 
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Strictures may be fully established within a period 
of four or five weeks. Fourteen cases of impermeable 
stricture admitted to the Koenigsberg clinic in the 
past few years were treated by external urethrotomy, 
resection, and suture. The mortality was high, 35.7 
per cent. The cause of death was almost always 
urinary stasis with subsequent infection. A prepara- 
tory cystotomy is indicated on this account if no 
other. 

The article is supplemented with five very instruc- 
tive roentgenograms of urethras filled with opaque 
material. GRAUHAN (Z). 


GENITAL ORGANS 


Day, R. V.: Perineal and Suprapubic Prostatec- 
tomy and the Choice of Operation in Types of 
Cases. California State J. M., 1923, xxi, 371. 

The statistics of many operators lead to the con- 
clusion that perineal prostatectomy has a slightly 
lower mortality than suprapubic when each is per- 
formed in the most skillful manner after the most 
careful preparation. 

Recently Day has been subjecting patients who 
are good risks to a suprapubic operation performed 
in one stage with bladder-neck suture plus the use 
of a hemostatic bag or packing, or performed in 
two stages if the catheter is not well tolerated, if 
the urine is persistently ammoniacal from infection 
by urea-splitting organisms, or if stone is present. 
Packing the bladder according to Freyer’s method 
after the two-stage operation is occasionally resorted 
to and is entirely dependable to control bleeding, 
but causes considerable tenesmus. 

In cases which are poor risks he usually operates 
by the perineal route, employing caudal and trans- 
sacral or even gas anesthesia. This method allows 
the patient to get about very soon and is less apt 
to be followed by pulmonary, cardiac, or renal com- 
plications. 

The author’s opinions are based on more than 200 
prostatectomies, 20 per cent of which were done by 
the perineal route. The mortality in his cases of 
suprapubic prostatectomy has been 4.3 per cent, 
notwithstanding the fact that until recently all the 
poor risks were operated upon by this method in two 
stages. 

Day’s conclusions are as follows: 

1. Sixty-five per cent or more of patients requir- 
ing prostatectomy are good risks and have a reason- 
able expectancy of life of from four to twenty years. 

2. The operative mortality rate of either type of 
operation in this selected class of cases should not 
be more than 1 per cent. 

3. The choice of anesthetic is of great impor- 
tance. The mortality has shown a decided drop 
since the introduction of caudal and transsacral or 
gas anesthesia for perineal operations and of spinal 
anesthesia or caudal and transsacral anesthesia 
plus field-block for suprapubic operations. 

4. From 15 to 35 per cent of any given series of 
cases are poor risks. In these, the mortality of the 


suprapubic operation is probably twice as great as 
that of the perineal operation. In cases of poor risks 
the life expectancy is not more than from one to 
three years and the patient must be satisfied to take 
the chance of a poor functional result. 

5. In the case of the younger and sounder man 
with a reasonable expectancy of a considerable 
number of years of life and of vitality sufficient to 
withstand a more radical and precise suprapubic 
enucleation with sure preservation of sphincter con- 
trol, no diminution of sexual power, and no risk of a 
urethrorectal fistula, the suprapubic operation 
should be done. The suprapubic operation is not 
apt to give poor results, but if such results occur, 
they are easily corrected. Poor results following 
perineal operations are usually irremediable. 

Louis Gross, M.D. 


Maxeiner, S. R., and Waldschmidt, R. H.: Tuber- 
culosis of the Epididymis. Minnesota Med., 1923, 
vi, 492. 

In ten (66 per cent) of fifteen cases of tuberculosis 
of the epididymis studied by the authors, extra- 
genital tuberculosis was found before operation, and 
in the same number of cases the condition was bi- 
lateral. Pain was present in thirteen cases, and the 
symptoms began in the lower pole in twelve cases. 
The general condition was improved after the opera- 
tion in eight cases and unchanged in seven. As 
drainage promotes sinus formation, primary closure 
should be effected even in cases of a ruptured tu- 
berculosis abscess. Tuomas F. Fivecan, M.D. 


Anglesio, B., and Baroni, G.: The Grafting of a 
Vein in the Vas Deferens (Innesti venosi sul 
deferente). Arch. ital. di chir., 1923, vii, 277. 


The authors have made seventeen autoplastic 
grafts of the femoral vein into the vas deferens of the 
dog to replace resected portion of the duct ranging 
from 0.5 to 2.5 cm. in length. The vein transplant 
was fixed by sutures. The results of these experi- 
ments are summarized as follows: 

1. The autoplastic venous transplant substituted 
for a resected portion of the vas deferens always 
maintained the continuity, but never the patency 
of the duct. 

2. The duct was first closed by proliferation of 
its mucosa, especially in the vicinity of the points of 
resection. Later the epithelial proliferation was 
infiltrated and ultimately was replaced by connec- 
tive tissue from the submucosa. 

The venous wall of the graft rapidly lost its endo- 
thelium and muscular tissue, but the elastic tissue 
resisted much longer. The disappearing elements 
were replaced by connective tissue. The vascular 
lumen, which was occupied at first by amorphous 
and crystalloid detritus and red cells, later showed 
parvicellular infiltration at the periphery and be- 
came filled by a young connective tissue rich in cells 
and vessels which had its origin in the sectioned 
surface of the stumps of the vas and transformed 
it into a fibrous cord. W. A. BRENNAN, 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Ashhurst, A. P. C., Bromer, R. S., and White, C. Y.: 
Cystic Disease of the Bones: A Study of Fifteen 
Cases. Arch. Surg., 1923, vi, 661. 


The authors report fifteen cases of cystic dis- 
ease of the bones the only common feature of which 
was the presence within the bone of some process 
resulting in rarefaction, absorption, or destruction of 
bony tissue with expansion and thinning of the cor- 
tex. The cases included osteomyelitis of the shaft 
of the humerus resembling cystic disease, a bone 
cyst in the tibia, a tuberculous cyst of the ulna, 
fibrocystic osteitis of the femur developing after op- 
eration for knock-knee, fibrocystic osteitis of the tibia 
developing after operation for bow-leg, a bone cyst 
involving the upper end of the humerus, multiple 
cystic osteitis (2 cases), myeloma of the humerus 
(giant-cell sarcoma), giant-cell sarcoma of the verte- 
bre, myeloma of the head of the tibia, myeloma of 
the radius, myeloid sarcoma of the humerus, cystic 
changes in an exostosis of a lesser trochanter of the 
femur, and cystic disease of the tarsal scaphoid. 
The causes were pyogenic bacterial infection, tuber- 
culosis, syphilis, and unknown causes. 

In the discussion, the authors state that the acute 
form of hematogenous staphylococcic infection of 
bone produces typical acute osteomyelitis. The 
chronic form is rarely attended by sequestration but 
often causes marked thickening. Destruction of 
bone is usually slight. In such cases the condition 
sometimes takes the form of Brodie’s abscess, Mar- 
kov’s abscess, or bone sclerosis. In the subacute 
type a definite cystic area may develop. 

Bone tuberculosis may also be of a cystic nature. 

Pathologic examination is necessary for the diagno- 
sis. 
With regard to syphilis of bone the authors state 
that they have recognized only two types of cystic 
lesions due to this condition—cysts occurring be- 
neath the periosteum and cysts formed in short 
bones and in the ends of long bones in hereditary 
syphilis. 

The true cause of bone dystrophies is often un- 
known. In some cases it is a remote infection or an 
abnormality of metabolism. 

Other causes of cystic disease of bone are certain 
types of bone tumors. 

Lovett has pointed out the impossibility of differ- 
entiating osseous syphilis, osseous tuberculosis, and 
chronic osteomyelitis by means of the roentgen ray, 
and Bloodgood states that an X-ray diagnosis is 
impossibie especially in cases of cysts, giant-cell 
tumors, and central sarcomata. 

Joun MitcuHe ct, M.D. 
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Auvray: Two Cases of Gonorrheal Arthritis 
Treated by Intra-Articular Injections of Anti- 
gonococcus Serum (Deux cas d’arthrite gonococ- 
cique traités par les injections intra-articulaires de 
sérum antigonococcique). Bull. et mém. Soc. de chir. 
de Par., 1923, xlix, 60. 


Case 1. The patient was a woman who com- 
plained of pain, enlargement, and progressive dis- 
ability of the knee of two months’ duration. At 
the time of examination the knee contained fluid, 
and a very tender point was found on the inner side. 
Movement caused violent pain. Twenty cubic cen- 
timeters of fluid were aspirated and gonococci were 
demonstrated. Two days later another aspiration 
of 20 c.cm. was done and 15 c.cm. of Nicolle’s serum 
were injected. Two days later 5 c.cm. of fluid were 
withdrawn and 15 c.cm. of the serum injected. The 
temperature was 39 degrees C. during the next two 
days and then oscillated between 37 and 38 degrees 
C. fer some time. Six days after the last injection 
the spontaneous pain disappeared, but the joint 
was still painful on movement. By persistent effort 
over a long period, mobilization was obtained. Asa 
result, extension is complete, flexion is more than 
a right angle, and the patient is able to walk. 

CASE 2. The patient was a pregnant woman with 
gonorrhoea and syphilis and a plastic ankylosing 
type of arthritis of the right wrist with inflammation 
of the extensor tendon sheaths. One cubic centi- 
meter of fluid which was aspirated chiefly from the 
peri-articular spaces with great difficulty showed 
gonococci. Eight days later 2 c.cm. of Nicolle’s 
serum were injected into the joint, tendon sheaths, 
and peri-articular structures and 18 c.cm. injected 
intramuscularly. Two days later, 3 c.cm. were in- 
jected into and around the joint and 17 c.cm. into 
the muscles. Five days later, 3 c.cm. were injected 
into and around the joint. Alternating amelioration 
and aggravation of the swelling and pain occurred. 
Persistent massage and mobilization failed to pre- 
vent almost complete wrist ankylosis five months 
later. Pronation and supination and some degree of 
finger movement were conserved. In the author's 
opinion the treatment failed in this case because of 
the difficulty of introducing serum into the tight 
wrist joint. Wacter C. Burket, M.D. 


Vaternahm, T.: Further Experiences in the Treat- 
ment of Arthritides with High Doses of Radi- 
um Emanation (Weitere Erfahrungen bei der Be- 
handlung von Arthritiden mit hohen Dosen von 
Radiumemanation.) Med. Klin., 1922, xviii, 1403. 


For the treatment of chronic arthritides (primary 
and secondary forms of chronic rheumatic poly- 
arthritis and arthritis deformans) the author recom- 
mends the use of high doses of radium emanation in 
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the drinking water (300,000 to 1,000,000 maché 
units). In the majority of cases so treated typical 
focal reactions appeared. With the appearance of 
these focal reactions the dosage should be reduced. 
No harmful results developed when the dosage was 
increased slowly and carefully. The histories cited 
demonstrate considerable improvement from the use 
of high doses, 70 per cent of the cases being favor- 
ably influenced. Mav (Z). 


Schubert, A.: The Etiology of Dupuytren’s Con- 
tracture (Die Aetiologie der Dupuytrenschen Con- 
tractur). Deutsche Ztschr. f. Chir., 1923, clxxvii, 362. 


Dupuytren’s contracture begins in the fourth and 
fifth fingers, in the zone of the ulnar nerve. In 
Schubert’s opinion, it is not an inflammation of the 
palmar fascia as maintained by Ledderhose, and 
trauma is not an etiological factor. McKrogius 
regards it as the result of degeneration due to an 
atavistic arrest of development in the muscle-tendon 
tissue of the future aponeurosis. Schubert accepts 
the neurotrophic theory. The contracture occurs in 
all forms of ulnaris injury. Against the neurotrophic 
theory are the statistics from the war collected by 
Coenen, which do not show a single case of Dupuy- 
tren’s contracture among thirty-seven injuries of the 
ulnar nerve. However, this proves only that such 
injuries are not always complicated by the contrac- 
ture and that in addition to injury there must be a 
constitutional tendency to connective-tissue prolifer- 
ation. VorSCHUETZ (Z). 


Coullaud: Periosteal Osteosarcoma Arising from 
the Lower End of the Femur; Failure of Deep 
Radiotherapy; Disarticulation of the Hip 
under Preventive Haemostasis by Momberg’s 
Method (Ostéosarcome périostique étendu a la 
moitié inférieure du fémur; échec du traitement 
radiothérapique par les rayons X pénétrants; dés- 
articulation de la hanche sous hémostase préventive 
ala Momberg). Bull. ef mém. Soc. de chir. de Par., 
1923, xlix, 111. 

In the case of an emaciated, anemic soldier, 23 
years of age, an attack of pain, swelling, increased 
local temperature, and moderate effusion in the 
right knee was followed by atrophy of the muscles of 
the leg. Within a period of a few months the knee 
became double its normal size. The swelling in- 
volved the lower half of the thigh and ceased abrupt- 
ly at the tibial plateau. The skin over the tumor was 
brown and traversed by varicose vessels. Pressure 
over the femoral condyles was painful. The leg 
showed moderate oedema and the inguinal glands 
were enlarged. Passive knee movements were very 
painful and greatly limited. The X-ray showed 
diffuse periosteal proliferation of the lower third of 
the femur—an osteosarcoma. 

As four X-ray treatments of six hours each were 
without effect, the author disarticulated the hip 
under preventive hemostasis by Momberg’s meth- 
od. An extensive incision permitted removal of the 
inguinal glands. The wound remained open for a 
month and drained a seropurulent discharge. Ulti- 


mately the patient recovered completely, gained 10 
kgm., and was able to walk well with the aid of a 
prosthesis. The pathologic diagnosis of the tumor 
was sarcoma, and that of the inguinal glands, in- 
flammation. 

The author has used Momberg’s preventive 
hemostasis successfully also in three other cases of 
disarticulation of the hip. The blood pressure taken 
during the operation showed no decided change 
upon removal of the constriction. 

In rors, at Verdun, Savariaud performed under 
preventive hemostasis fifteen disarticulations of the 
hip and forty-six amputations in the upper third of 
the thigh. The only fatality was due to asphyxia 
caused by the aspiration of vomitus. 

Broca has done four successful disarticulations of 
the hip for osteosarcoma by the formation of an 
anterior flap and transfixion without preventive 
hemostasis. The muscles were not resected. No 
local recurrence developed, but all of the patients 
died from metastases in the lungs or liver. In the 
treatment of sarcoma of the femur Broca and AI- 
glave prefer disarticulation of the hip to amputation. 
Alglave resects the thigh muscles in which recur- 
rence most often develops as far as the iliac bone. 
One patient who was treated in this way for recur- 
rent periosteal sarcoma of the lower end of the femur 
was well seven years after the operation, and an- 
other who had sarcoma of the thigh muscles was still 
well at the end of three years. 

Lapouite emphasizes, rather than the extent of 
the amputation, the importance of operating before 
general metastasis has occurred. In ten cases 
Lenormant found very satisfactory Verneuil’s tech- 
nique of femoral ligation with hemostasis layer by 
layer. Walther experienced no difficulty in six hip 
disarticulations done without preventive hemo- 
stasis. 

Savariaud considers preventive hemostasis valu- 
able in atypical operations for gas gangrene, chronic 
suppuration, tuberculosis, malignant growths, and 
operations upon cachectic subjects. It is especially 
valuable to the inexperienced operator. 

Wa ter C. Burket, M.D. 


Axhausen, G.: The Course of Koehler’s Disease 
and Perthes’ Disease (Der Krankheitsvorgang 
bei der Koehlenschen Krankheit der Metatarsal- 
koepfchen und der bei der Perthesschen Krankheit 
des Hueftkopfes). Zentralbl. f. Chir., 1923, 1, 553- 


The spontaneous fractures of the metatarsal 
epiphysis in Koehler’s disease are secondary to a 
total necrosis of the bone and marrow of the epiphy- 
sis. Consequently nothing is shown by the X-ray in 
the first stage. Regeneration begins in the perios- 
teum of the metaphysis and the connective tissue 
grows into the marrow spaces of the dead epiphysis 
at the boundary between the joint and the epiphys- 
eal cartilage. The weight causes an impression 
fracture on the plantar joint surface and the X-ray 
shows flattening of the epiphysis and thickening of 
the diaphysis. The connective tissue also grows 
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from the metaphyseal marrow toward the dead 
epiphysis after breaking through the epiphyseal 
cartilage. This sequestrates the latter totally and 
changes its shape. The result of the process is an 
arthritis deformans with secondary changes in the 
synovia and relatively slight injury to the joint 
cartilage. 

The pathologic processes in Perthes’ disease of the 
hip are very similar. To date, the cause of these 
epiphyseal necroses is unknown. Possibly it is a 
mycotic embolism with undeveloped infection. 

(Z). 
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Meyer, A.: Hinge Osteotomy (Ueber Scharnier- 
osteotomie). Zischr. f. orthop. Chir., 1923, xiii, 224. 


Hinge osteotomy is the curvilinear cutting of a 
bone as distinguished from rectilinear cutting. To 
obtain a smoothly curved cut when the bone can be 
reached from one direction only, Meyer constructed 
an instrument with a curved saw-blade. This is 
shown in an illustration. The curved saw-blade can 
be moved by a lever around an axis which serves also 
to fasten it to the bone. Splintering of the bone does 
not occur. The saw-blade is exactly cylindrical. The 
axis of the cylinder is the axis of the entire instru- 
ment. The described specimen has a saw-blade 3 
cm. broad with a radius of 2.4°cm. The greatest 
depth of the saw is 5 cm. The instrument holds 
bones from 2.5 to 4.5 cm. in diameter. It can be 
taken apart and sterilized. In bones of certain 
diameters only angles of a certain size can be cor- 
rected; if the correction of larger angles is attempted 
the contact surfaces will be too small. The various 
widths of bone, the corresponding angles which can 
be corrected, and the radius of the saw necessary for 
this correction are shown in tables. 

When this method of osteotomy is used, shorten- 
ing is reduced to the minimum, the sawed surfaces 
are in intimate contact, the determination of the size 
of the wedge is unnecessary, and access to only one 
side of the bone is sufficient. The disadvantages ot 
the procedure are that only angles of a certain size 
can be corrected and the fragments cannot be ro- 
tated. HACKENBROCH (Z). 


Hirsch, S., and Sternberg, A.: The Treatment of 
Chronic Deforming Joint Diseases (Kritische 
Anmerkungen zur Frage der Therapie chronischer 
deformierender Gelenkerkrankungen). Med. Klin., 
1923; XIX, $27- 

The results of provocative therapy were not very 
encouraging. In many incipient cases improvement 
could be noticed, but cures in mild diseases must be 
judged with great care. Parenteral agents proved of 
value especially in subacute polyarthritis; in severe 
cases of arthritis deformans there were remissions 
lasting for several weeks or months. Often surprising 
results are noted after the use of new preparations 
whose chemical composition is of no consequence; 
unfortunately, however, this result lasts for only a 


short time. Besides psychic influences, fever plays 
an important part. The provoking agents cause a 
general metabolic change through a general reaction, 

No appreciable difference was noted in the action 
of various agents such as sanarthrit, milk, cascosan, 
yatren, and calcium. Comparative studies of cases 
treated with protein-free sanarthrit and with milk 
showed very general agreement in the fever curve. 
It is safe to assume that the tendency toward fever 
in the individual case is of more importance in the 
results of provocative therapy than the type of 
agent used. The general reaction to all the prepara- 
tions tested was similar. 

In some cases, improvement of long duration was: 
noted after tuberculin treatment. In chronic cases, 
provocative treatment combined with heat, especial- 
ly diathermy, is beneficial. 

The authors come to the conclusion that provoca- 
tive therapy cannot take the place of the old, 
physical methods. BaANce (Z). 


Goebell, R.: The Treatment of Ischaemic Contrac- 
ture by Free Transplantation of Muscle (Ueber 
die Behandlung der ischaemischen Muskelcontrac- 
tur durch freie Muskeltransplantation). Deutsche 
Ztschr. f. Chir., 1923, clxxvii, 106. 


Many methods have been suggested for the treat- 
ment of ischemic contracture of the forearm. In 
most of them an attempt is made to lengthen the 
tendons. The author describes a method consisting 
of free muscle transplantation into the flexor pro- 
fundus or sublimis digitorum. Very careful after- 
treatment must be given. Faradization is necessary 
every hour. Recently, the author has not been 
doing nerve transplantion. In one case he obtained 
a most excellent result; in two others, there was 
decided improvement but the result was not ideal. 

Kocu (Z). 


Grégoire, R.: Removal of the Patella; Transplanta- 
tion of the Patella of a Cadaver with the Sur- 
rounding Ligaments After Fixation in Alcohol; 
Result After Four Years (Rotulectomie; trans- 
plantation d’une rotule de cadavre et ses ailerons 
fixés 4 Valcool; résultat aprés quatre ans). Bull. et 
mém. Soc. de chir. de Par., 1923, xlix, 364. 


The author reports the case of a soldier whose 
right patella was completely destroyed by a shell. 
Forty-eight hours after the injury, arthrotomy with 
extirpation of the patella and extraction of the splin- 
ter was performed. The femur and tibia were 
found intact, but the synovia showed a marked re- 
action. Conservative treatment was attempted. 
After thorough cleansing, the tendons of the quadri- 
ceps and patella were sutured together with bronze 
wire, reconstruction of the capsule was attempted, 
and the wound closed. Healing occurred by first 
intention. 

Although mobilization was begun on the tenth 
day, motion in the knee joint was limited and gait 
very defective three and one-half months later. The 
author therefore excised the scar, opened the wound, 
and inserted the patella of a fresh cadaver with the 


su 
so 
$0 
sc 
cl 
af 
gr 
th 
wi 
Lz 
in, 
fol 
ca! 
re’ 
pr 
tet 
are 
is 
fle 
sul 
| Scl 
isc] 
alw 
occ 
hav 
dev 
ity 
pre 
To 
adc 
| int 
tha 
us- 
uln: 
con 
alre 
T 
mic 
any 
if it 
not 
diti 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 55 


surrounding capsular apparatus which had been 
soaked in alcohol for three days and in normal salt 
solution for thirty minutes. The operation is de- 
scribed in great detail. Healing of the completely 
closed wound followed without reaction. 

After four weeks the patient was able to walk, and 
after six weeks was able to bend his knee to 35 de- 
grees. our years after the operation the motion of 
the knee joint was practically normal and the patient 
was able to work in a standing position and to walk 
without limping. RupotF Marx, M.D. 


Lang, K.: The Functional Prognosis of Tendon 
Suture (Zur funktionellen Prognose der Sehnen- 
naht). Med. Klin., 1923, xix, 530. 


On the basis of a study of 103 cases of tendon 
injuries at the Hochenegg Clinic, Lang arrives at the 
following conclusions: 

1. Primary suture should be attempted in every 
case of tendon injury; in 76 per cent of the cases 
reviewed the functional result was good. 

2. Suture of the extensor tendons gives a better 
prognosis (76 per cent) than suture of the flexor 
tendons (62.2 per cent). 

3. Secondary suture of the flexor tendons did not 
give a good functional result in a single case. 

4. The most important factors in the prognosis 
are: (1) the localization of the injury; the prognosis 
is unfavorable if the lesion is in the palm or on the 
flexor surface of the fingers; (2) adhesion of the 
sutured tendons to the surrounding areas. 

BANGE (Z). 


FRACTURES AND DISLOCATIONS 


Schubert, A.: The Responsibility of the Surgeon 
for the Development of Ischaemic Contracture 
(In wie weit ist der behandelnde Arzt fuer die Ent- 
stehung einer ischaemischen Contractur verant- 
wortlich?). Med. Klin., 1923, xix, 373. 

A circular fixation bandage may be the cause of 
ischemic contracture following fracture. It is not 
always the cause, however, as this condition may 
occur even when plaster-of-Paris casts and splints 
have not been employed. Ischemic contracture 
develops very quickly, reaching its maximum sever- 
ity in from six to eight hours. It is not a condition 
preliminary to gangrene, as Bardenheuer believed. 
To the obstruction of the circulation there must be 
added an injury to the vascular nerves. Therefore 
in the most common form of ischemic contracttre— 
that following supracondylar fracture of the humer- 
us—the median nerve must be affected as well as the 
ulnar artery. In the knee, because of swelling, the 
commonly used circular bandage may increase the 
already present circulatory disturbance. 

The surgeon cannot be held responsible for ischa- 
mic contracture if the bandage does not constrict 
anywhere, if it is inspected at proper intervals, and 
ifit is removed as soon as circulatory disturbance is 
noted. In cases of supracondylar fractures the con- 
dition of the artery and nerve must be determined 


immediately. If there are evidences of disturbance, 
the site of injury must be left exposed. Even with- 
out symptoms referable to the artery and nerve, the 
circular plaster-of-Paris bandage on the upper ex- 
tremity is always contra-indicated because it may 
become constricting as the result of secondary swell- 
ing of the tissues. GravuHan (Z). 


Clavelin: Isolated Fractures of the Condyle of the 
Humerus (Les fractures isolées du condyle hu- 
meral). Rev. de chir., Par., 1923, xlii, 5. 


The fracture described, unlike the classical frac- 
ture, is entirely intracapsular. It occurs after the 
union of the epiphysis to the diaphysis; otherwise it 
would be a detachment rather than a fracture. The 
condition is rare. It is usually the result of a fall 
upon the hand or the flexed elbow, and occurs in 
adults and adolescents beyond the age of 14 years. 
Pain is not a very prominent symptom. The ability 
to flex and extend the forearm is decreased. The 
roentgen ray completes the diagnosis. 

The treatment depends upon the degree of the loss 
of function. If the loss is not great, surgical inter- 
vention is not desirable, but if there is marked loss of 
function extirpation of the fragment by the anterior 
or the posterior route should be done. In practically 
all cases operated upon the functional result has been 
excellent. Roscor Jepson, M.D. 


ORTHOPEDICS IN GENERAL 


Cofield, R. J.: The Etiology and Diagnosis of Back 
Pains. Cincinnati J. M., 1923, iv, 280. 


Pain in the back is caused by traumatic or static 
injury, infection, and neoplasms. Static defects 
often cause injury to the muscles and ligaments of 
the spine and vertebra. Traumatic injuries may 
result in fractures of the vertebral bodies, the 
laminz, or the spinous processes. 

Comminuted fractures of a vertebral body may 
or may not be subluxated, and may cause impinge- 
ment on the cord or spinal nerves with consequent 
interference with sensation and motion. This type 
of spinal injury may pass unnoticed until a deform- 
ity or a disturbance in the motor or sensory nerves 
develops. 

Fractures of the transverse processes may result 
from direct or indirect violence, and are not infre- 
quent. 

Fractures of the spinous processes occurring from 
direct violence can be discovered by palpation and 
X-ray examination. 

Subluxation of the vertebra often follows minor 
injuries, usually those in the cervical and lumbar 
regions. Subluxation of the fifth vertebra occurs 
very frequently and may be revealed by an increase 
in the cervical or lumbar curve and the X-ray find- 
ings. Often it is accompanied by fracture. 

In the author’s opinion subluxation of the sacro- 
iliac joints occurs only as the result of a severe crush- 
ing injury or relaxation of the ligaments. Ligamen- 
tous strain is very frequent and may be accompanied 
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by pain extending down the leg to the ankle, due to 
irritation of the lumbosacral plexus. In the author’s 
opinion it is due to constant contraction of the ham- 
string and posterior pelvic muscles. The X-ray 
examination is usually negative. The condition is 
difficult to differentiate from lumbosacral strain, 
although palpation elicits pain from the point 
affected and there is pain on straight leg flexion. 

Lumbago is due to spasm of the lumbar muscles 
with constant limitation of motion in the lumbar 
spine. This is probably a myositis of infectious 
origin. 

Sprain of the intervertebral ligaments may be due 
to direct or indirect violence. The X-ray examina- 
tion is negative. Tenderness is present over the 
affected portion. Recovery is rapid. 

Postoperative backache is due to the strain on the 
muscles and fascia of the spine in relaxation during 
prolonged anesthesia. 

A disturbance of balance in the lumbar planes due 
to a short limb, hip disease, or paralytic and struc- 
tural scoliosis may cause pain. Pain in the antero- 
posterior plane may be due to a defective static 
condition of the feet, high-heeled shoes, a pendulous 
abdomen, or an occupational posture. Alleviation of 
the underlying condition usually results in a cure. 

Anomalies of the fifth lumbar vertebra, such as 
sacralization, may cause pain. Coccygodynia is due 
to tension upon the levator and other muscles 
attached to the coccyx in persons with a relaxed 
pelvic floor. 

Of the conditions due to infection invading the 
spine, osteo-arthritis is the most common. It de- 
velops in adult life, and usually has its origin in foci 
of infection in the teeth, tonsils, or sinuses, or the 
gastro-intestinal or genito-urinary tracts. Early in 
the disease the X-ray examination is negative, but 
later there is lipping of the edges of the vertebral 
bodies which may finally cause ankylosis. 

The Marie-Strumpell type of spondylitis is a pro- 
gressive ankylosis of the entire spine due to calcifica- 
tion of the ligaments. The costo-vertebral articula- 
tions become ankylosed and the ankylosis interferes 
with respiration. 

Tuberculosis of the spine may occur at any time of 
life, and attacks most often the dorso-lumbar, the 
lumbar, the dorsal, and the cervical regions in the 
order named. Deformity may be prevented if the 
disease is detected and treated early. After collapse 
of the vertebral body deformity results. 

Syphilis of the spine occurs in adult life and can 
be differentiated from tuberculosis of the spine only 
by means of the clinical history and the laboratory 
and X-ray findings. 

Typhoid infection of the spine occurs during or 
soon after typhoid fever and usually in the lumbar, 
the dorsolumbar, or the lumbosacral regions. The 
signs include local tenderness and limitation of mo- 
tion. The X-ray shows rarefaction of the body with 
thinning of the disk. 
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Gonorrheeal arthritis occasionally invades the 
spine. It may be diagnosed from the history of 
urethral infection, the involvement of other joints, 
and the absence of destructive or hypertrophic 
change in the spine. 

Acute suppurative osteomyelitis is rare. Its 
course is rapid and accompanied by pain and high 
temperature. The X-ray shows destruction of the 
bodies of the vertebre. 

With regard to tumors of the spine the author 
states that myeloma involves the body. In the X- 
ray picture it simulates sarcoma but the pain is less 
severe and the condition is not as frequently fatal. 

Sarcoma of the spine may occur at any age, in- 
volves the body, and causes severe pain which is not 
relieved by rest. Death generally occurs within two 
years. After extensive destruction paralysis of the 
lower extremities may develop. 

Carcinoma of the spine is always secondary, most 
frequently following cancer of the breast in women 
and cancer of the prostate in men. There is de- 
struction of the vertebral body with new bone 
formation which encroaches upon the nerve roots, 
causing referred pain. 

Reflex back pains are due to unusual stimulation 
of the afferent nerves due to tumors of the posterior 
mediastinum, gall-bladder disease, aneurism of the 
lower thoracic or abdominal aorta, carcinoma of the 
rectum, enlargement or disease of the prostate, and 
occasionally gastric ulcer, appendicitis, kidney dis- 
ease, tumors of the cord, tabes dorsalis, or neuritis. 
S. Reicu, M.D. 


Van Neck, M.: Vicious Cicatrices of the Limbs 
(Cicatrices vicieuses des membres). Arch. franco- 
belges de chir., 1923, Xxvi, 245. 


The treatment of vicious cicatrices of the limbs is 
one that demands the greatest patience on the part 
of both the patient and the surgeon. The cicatrix 
is relatively supple and elastic, in which case physio- 
therapeutic treatment for several months is indicated, 
or it is rigid, in which case it must be removed and 
its site covered by skin grafts. 

Van Neck describes some of the signs indicating 
that a scar may be stretched, and discusses the method 
of elastic traction devised by Martin which he has 
perfected by the use of a small hand apparatus. He 
believes that in cases of adherent scars massage and 
mechanotherapy are of very little value and natural 
exercise is the best treatment. For cases of scats 
restricting movement of the fingers he recommends 
special rubber gloves which he has devised to help 
the natural movement of the fingers by elastic 
traction. 

Several cases are reported. In one, in which 4 
crushing injury of the hand caused a thick unelastic 
scar in the internal part of the medius, a gain of only 
a few degrees in the extension of the index finger was 
obtained after nine months of treatment. 

W. A. BRENNAN. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Koenig, E.: Changes in the Blood Pressure Due to 
Operative Procedures (Ueber Aenderungen des 
Blutdrucks durch operative Eingriffe). Deutsche 
Zischr. f. Chir., 1923, clxxviii, 187. 


Before the operation the blood pressure is raised 
because of the psychic condition. In the early 
stage of narcosis it tends to rise considerably (state 
of excitation) but later gradually falls. The de- 
crease occurs more rapidly when chloroform is used 
than when ether is employed. In children, narcosis 
has little effect on the blood pressure in the absence 
of complications. 

Following anesthetic over-dosage the blood pres- 
sure always falls rapidly and low. In such in- 
stances there is a variable relationship between the 
blood pressure and the pulse. The level to which 
the blood pressure falls is of less importance as a 
sign of danger than the rapidity of the fall. 

Ether causes no increase in the blood pressure 
but prolonged ether narcosis causes a marked de- 
crease. The findings with regard to ethyl-chloride 
narcosis were not constant. The effect of lumbar 
anesthesia was manifested in one to three minutes 
after the injection by a distinct fall in the blood pres- 
sure, which reached its lowest point in from fifteen 
to twenty minutes. In the severe after-effect of 
lumbar anesthesia the state of collapse was always 
preceded by a fall in the blood pressure. The ex- 
planation of this decrease following lumbar anexs- 
thesia Koenig thinks is a toxic injury to the vascular 
center, which is more acute in onset the more rapid 
the absorption in the dura. The type of operation 
performed under lumbar anesthesia had no effect 
on the blood pressure. 

The effect of local anaesthesia on the blood pres- 
sure was shown as a rule by a considerable rise. 
This increase Koenig attributes less to the absorp- 
tion of adrenalin than to psychic changes. Infiltra- 
tion anesthesia combined with narcosis and control 
injections of adrenalin in quantities of '2 to 1 mgm. 
and in the dilution usually employed for infiltration 
anesthesia were not followed by a rise in the blood 
pressure. Unfavorable effects such as are frequently 
observed in the use of local anzsthesia in cases of 
goiter the author attributes to the toxic effects of 
rapid] y absorbed novocaine. These occurred follow- 
ing intradural, sacral, paravertebral, and even retro- 
peritoneal injections. 

A marked fall in the blood pressure was observed 
by Koenig in one case of splanchnic anesthesia in- 
duced according to the method of Braun. With the 
exception of long operations and those associated 
with a great loss of blood, the operation itself had no 
effect in lowering the blood pressure. 


As all conditions threatening life during operation 
are preceded by a rapid and sharp decrease in the 
blood pressure, the threatening danger may be recog- 
nized early. 


Loenr (Z). 


Melnikoff, A.: The Surgical Anatomy of the Ves- 
sels of the Parenchymatous Organs (Zur chirur- 
gischen Anatomie der Gefaesse der parenchyma- 
toesen Organe). Deutsche Ztschr. f. Chir., 1923, 
clxxvili, 160. 

The location of the hilus, by which the vessels 
enter an organ, is varied. In organs covered on all 
sides by a serous membrane (the lungs, spleen, and 
liver) the hilus is found on the inner, concave side, 
while in the kidneys and the pancreas, which have 
only a partial peritoneal covering, it is on the inner 
edge. The liver has two hiluses, the porta hepatis 
and a hilus on the inner edge. 

The branching of arteries and veins into the 
nutrient branches of an organ may occur before the 
organ or within its parenchyma. Except in the 
pancreas, the intra-organic vessels of the parenchy- 
matous organs run radially. The center may be in 
the organ or, as is more often the case, outside of it. 
The principal type of vessel architecture is the di- 
vision of the main branch into a series of branches of 
the first order each of which branches into two or 
four branches of the second order which in turn 
divide into branches of the third order. 

The points of branching of all the branches of the 
same order are equidistant from the surface, so that 
planes are formed concentric to the hilus. In the 
lungs and liver and, less distinctly in the spleen and 
kidneys, the distance of these planes from the sur- 
face can be stated in centimeters. 

Collateral vessels may be classified as external and 
internal. The former connect the branches of dif- 
ferent systems, and the latter the branches of the 
same system. Collaterals of a different order are 
both extra-organic and intra-organic. The first 
group is the more important functionally as they 
completely restore the impaired circulation. 

Clinically important non-vascular parts of an organ 
are those that have only small vessels and efferent 
ducts. The lungs have vessel-free portions in the 
lower lobes. In the liver there is an extensive vessel- 
free field at the suspensory ligament. In the kidney 
a similar area is to be found at the juncture of its 
posterior and median thirds. However, the surgeon 
cannot always avail himself of these vessel-free 
fields. The rational direction for an incision in the 
lungs is parallel with the ribs. In the spleen and 
kidneys it should be radial to the hilus, not on the ver- 
tical but on the cross diameter. In the pancreas it 
should correspond to the direction of the efferent 
duct. GRAUHAN (Z). 
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Rabinowitz, H. M.: Experiments on the Infectious 
Origin of Thrombo-Angiitis Obliterans and 
the Isolation of a Specific Organism from the 
Blood Stream. Surg. Gynec. & Obst., 1923, xxxvii, 
353- 


A bacillus isolated from the blood of the affected 
local area and from the general blood stream of 
persons suffering with thrombo-angiitis obliterans 
caused similar lesions in rabbits into which it was 
injected. The organism was distinctly hamoglo- 
binophilic. SAMUEL Kaun, M.D. 


BLOOD AND TRANSFUSION 


Hanns, A., Stefanovitsch, M., and Arnovljevitch, 
V.: The Coagulating Action of Hypophyseal 
Extract (A propos de l’action coagulatrice de 
Pextrait d’hypophyse). Presse méd., Par., 1923, 
XXX1, 302. 

The authors contend that if the hypercoagulabil- 
ity of the blood following the injection of hypo- 
physeal extract were due to shock it would be accom- 
panied by arterial hypotension and leucopenia as in 
colloidal shock. Hypotension and leucopenia do 
not always follow such an injection. Therefore, 
while it may be true that the intravenous injection 
of extract of the posterior lobe of the hypophysis 
may sometimes cause shock characterized by a de- 
crease in the number of leucocytes, the change in the 
blood coagulability is due, not to shock, but to the 
direct action of the glandular extract. In this effect 
hypophyseal extract differs from all other glandular 
extracts. SPEED, M.D. 


Nagy, A.: The Treatment of Hzmorrhages by 
Roentgen Irradiation of the Spleen (Die Roent- 
genbehandlung der Haemorrhagien durch Milz- 
bestrahlung). Gyégydszat, 1923, 135. 

Irradiation of the spleen with a stimulating dose 
of the X-rays was found to increase the coagulability 
of the blood in cases of hemoptysis, hemophilia, 
abdominal hemorrhage, and the hemorrhage follow- 
ing minor operations. Prophylactic irradiation 
diminished the haemorrhage of tonsillotomy and 
adenotomy. The effect was noted in a few minutes 
and lasted for from two to fourteen days or longer. 

Nagy recommends such irradiation in cases of 
hemorrhagic diathesis, hemophilia, purpura, pul- 
monary and renal hemorrhages, menorrhagia, bleed- 
ing myoma and other hemorrhagic gynecological 
diseases, childbirth, bladder hemorrhage, and post- 
operative hemorrhages, and as a_ prophylactic 
measure before operation. Potya (Z). 


Copher, G. H.: Blood Transfusion: A Study of 245 
Cases. Arch. Surg., 1923, vii, 125. 


In the year 1899-1900 Shattuck and Landsteiner 
discovered independently the phenomenon of iso- 
hemagglutination, or that the blood of one individ- 
ual frequently agglutinates the corpuscles of the 
blood of another. In 1906, Jansky classified blood 
into four groups according to their agglutinating 
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powers, and a little later Moss similarly classified 
serum agglutinins. The grouping of Jansky and 
that of Moss differ in that Moss’s Group IV corre. 
sponds to Jansky’s Group I, and Jansky’s Group IV 
is similar to Moss’s Group I. 

Isohemagglutination occurs usually independent- 
ly of hemolysis, while hemolysis rarely occurs with- 
out a preceding or simultaneous agglutination. Ip 
certain anemias autohemagglutinins occur.  Iso- 
agglutination is dependent on both the scrum and 
the cells. 

Several techniques have been developed for blood 
grouping, some microscopic and others macroscopic. 
In the Moss method, which is favored by the author, 
sera from persons in Groups II and III are added to 
a suspension of the red cells of the unknown group. 
Of the macroscopic tests, those of Weil and Vincent 
are more commonly employed. Weil uses citrated 
blood in test tubes, while Vincent places the serum 
of Group I on one end of a slide and that of Group 
II on the other end and adds to each a drop of the 
fresh blood to be tested. In another method of deter- 
mining the compatibility of blood without grouping 
the donor’s serum and the recipient’s corpuscles are 
studied under the microscope. If agglutination of 
the corpuscles occurs, the blood is considered in- 
compatible. 

It is very probable that the grouping of the blood 
of an individual never changes. In blood grouping, 
the most careful technique is essential. Blood to be 
tested should not be more than twenty-four hours 
old. All glassware used must be cleaned perfectly, 
and the tests should be made at room temperature. 
Blood sera may be carefully standardized and kept 
in an ice box in sealed glass tubes for a period of five 
or six weeks. Sodium citrate solution is used to pre- 
vent coagulation and tricresol as a preservative. 
Some workers dry the sera and keep them indefinite- 
ly in sealed containers or dry them with blotting 
paper for future use. 

The citrate method of transfusion seems to be 
most generally used at the present time, but the 
author employs the glass syringe-canulla method, 
transferring the whole blood without the addition of 
anticoagulants. Reactions occur occasionally after 
all methods of blood transfusion. They are mani- 
fested by fever, malaise, nausea, vomiting, a chilly 
sensation or chills, pain in the muscles, dyspnea, 
cyanosis, urticaria, headaches, etc. Fever is vari- 
able, ranging from a small rise above normal to an 
extremely high temperature. 

Blood from some donors causes a more marked 
reaction than that from others. The number of 
transfusions and the degree of anemia do not seem 
to be factors in the severity of the reaction. Some 
reactions seem to be purely anaphylactic. 

Fatal hemolysis may follow transfusion even when 
apparently the bloods are properly matched ot 
grouped. In the author’s series of 245 cases referred 
to in this article there were two such deaths. 

The indications for blood transfusion are increas- 
ing every year. Transfusions are given not only In 
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acute anemia due to hemorrhage, but also in 
chronic anemias, many infections, and both before 
and after a number of surgical conditions. 

It has been demonstrated that transfused blood 
cells may live from sixty to eighty days. 

The improvement noted after blood transfusion is 
due to the increase in the blood volume and the 
stimulation of the hematopoietic organs. 

Blood transfusion is almost a specific for acute 
hemorrhage, and its value in shock from other causes 
has been shown by many investigators. Its use 
should be based upon blood-pressure readings as well 
as the clinical findings. The amount of blood trans- 
fused must depend on the indication and the size of 
the patient. In acute hemorrhage as much as 
2,000 c. cm. has been given. Robertson and Bock 
have shown the necessity of supplementing blood 
transfusion with the administration of fluids by 
mouth. It is therefore not necessary to supply as 
much blood by transfusion as was lost. 

Time is an important factor; immediate trans- 
fusion after haemorrhage is a life-saving measure. 
The author keeps a list of donors who can be called 
on hurriedly when an immediate transfusion becomes 
necessary. These, of course, have been previously 
grouped. 

In pernicious anemia, blood production does not 
keep up with the blood destruction; blood trans- 
fusion is therefore a valuable procedure: as it re- 
places the red blood cells which have been destroyed. 
Insuch cases the blood must be given slowly and the 
patient watched closely to prevent cardiac strain. 
Although transfusion is not curative in pernicious 
anemia, it prolongs life and its beneficial effects last 
for some time. Blood transfusion is occasionally 
used in simple anwmias and has often proved of 
value in the cases of anemic patients prior to an 
operation, occasionally reducing the surgical risk 
considerably. It has been employed satisfactorily 
also in a number of other conditions, including nutri- 
tional disturbances in infants. With regard to its 
use in acute septic conditions the author believes, 
with others, that it is of questionable value and 
might prove extremely dangerous. 

The article is supplemented with a very complete 
bibliography on blood transfusion. 

Harotp M. Camp, M.D. 


LYMPH VESSELS AND GLANDS 


Fox, H., and Farley, D. L.: The Effect of the X- 
Ray upon the Histology of the Nodes in Some 
Cases of Lymphadenopathy as Found by 
Adenectomy During Treatment. J. Radiol., 
1923, iv, 261. 


This report is based upon seven cases in which a 
diagnosis was made from the clinical history and the 
pathological examination of an excised lymph node, 
treatment was then given, and later a second biopsy 
was done. 

_The periods of clinical observation were of suffi- 
cient length in most cases to test the validity of the 


diagnosis; in others it was confirmed at autopsy. 
Two of the patients are known to be still alive, one 
was reported as doing well a year after discharge, 
and the remaining four are dead. 

The histories of the seven cases are given and the 
sections of glands removed before and after irradia- 
tion are described in detail. The diagnoses were: 
(1) Hodgkin’s disease in the cellular stage, (2) Stern- 
berg’s pseudo-leukemic tuberculosis, (3) sclerosing 
Hodgkin’s disease, (4) aleukemic leukemia or 
systemic lymphomatosis, (5) leukemia cutis with 
sublymphemic blood, (6) aleukemic leukemia or 
reticulum sarcoma, and (7) lymphosarcoma. 

It was found that the lymph cell and its con- 
geners were definitely reduced while the endothelial 
and fibrous tissue cells, instead of being limited in 
production, seemed definitely stimulated to multi- 
plication. It was demonstrated very certainly also 
that there is no return to normal structure in glands 
under the action of the roentgen ray and radium. 
Phagocytosis by large cells with vesicular nuclei was 
more in evidence in tissues that had been rayed than 
in those removed before treatment. 

In discussing their cases the authors divide them 
into three groups. Group 1 comprised one case of 
distinct Hodgkin’s disease and two suggesting a 
tuberculous origin. Under the influence of the 
roentgen ray and radium the degree of fibrosis was 
the most conspicuous feature, but the practical 
disappearance of large endothelioid and Reed cells 
was definite. Group 2 included two cases which, 
although differing radically in a clinical sense, pre- 
sented tissue with many similarities both before and 
after roentgen-ray treatment. The effect of the 
treatment was to reduce the number of small mono- 
nuclears in the lymph nodes, but there was no 
essential change in the anatomy of the individual 
cells. Fibrosis, however, was not at all a prominent 
feature in the microscopic sections of these particu- 
lar glands; even fine perivascular, intercellular, and 
capsular connective tissue increase was missing. The 
two cases in Group 3 were similar in some respects 
but differed radically in others. They were both 
somewhat sarcoma-like. The effect of irradiation in 
these was in the nature of a fibrosis and a change in 
the type of cell. 

In conclusion, attention is drawn to certain fea- 
tures which stood out prominently. The first was 
the character of fibroses in lymphogranuloma and 
the disappearance of the large endothelioid cells in 
this process. The swollen reticulum and endothe- 
lioid cells of the leukemic hyperplasias were not 
reduced, but were made more visible, possibly by an 
increase in the number of the latter. The lympho- 
cytes in these conditions were not appreciably 
altered by the roentgen ray but were reduced in 
number. In the lesions suggesting sarcoma in which 
the endothelioid cells were not prominent in the 
original picture they did not become more visible 
under roentgen-ray treatment. The principal cells 
were greatly changed in both arrangement and 
character. Fibrosis in the lymphogranulomatous 
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varieties was much more voluminous than in the gotten that the artery is crossed at this site by the 
leukaemic and neoplastic. Fibrosis did not seem to deep circumflex iliac vein. 
increase between the cells after treatment when it The second group of nodes lies under the inferior 
was present in this location before radiation. The epigastric vein, which must be drawn aside in order 
statement made by other writers that normal  toreachthem. Asa rule these nodes lie upon the sur- 
structure does not return in an abnormal lymph _ face of the os pubis and usually number from one to 
node under the action of the roentgen rays was _ three. If more are present, which is rare, they lic at a 
fully confirmed. higher level lateral to the iliac artery and medial to 
The bearing of these findings upon the classifica- _ the iliac vein in two groups. Accordingly, the most 


tion from which the diagnostic names were taken is _ constant of these nodes lie very low over Poupart’s Sal 
simple and limited. The lymphogranulomatous _ ligament and are in most intimate relationship to the 
processes, whether truly tuberculous or of the Hodg- inguinal nodes. 
kin’s variety, belong together and their reaction to At operation the following procedure must be fol- 
the roentgen ray is distinctly different from that of lowed: t 
the leukemic and neoplastic hyperplasias. There The skin incision, beginning 3 cm. above the iliac onl 
are essential differences also between the latter, crest, is continued as a flat arc above Poupart’s liga- solt 
notably in the behavior of the large endothelioid ment, carried across this structure above the femoral rel 
cells, but the particular elements of neoplastic vessels, and then extended downward toward the the 
hyperplasias are much more susceptible to change of | saphenous vein. After ligation of the veins the dis- eat 
anatomy than are those of the leukemic growths. — section is continued down to the superficial layer of hea 
Tumor cells degenerate readily and completely the fascia lata, the inferior cornu of the falciform not 
change in shape, while lymphoblastic cells retain margin and the fascia cribrosa are divided through- trea 
nearly normal proportions and may vary little or out their entire extent, the femoral vein is dissected - 
none in their staining qualities. out, and the inguinal nodes are extirpated. An in- — 
Apotpn Hartune, M.D. cision is then made under Poupart’s ligament along nia 
the entire length of this ligament; if the transversalis clas 
Jassenetzki-Woino, W.: The Topography of the fascia of the abdomen is divided, a wide approach to fore 
Inguinal and the External Hiac Lymph Nodes _ the iliac nodes is obtained. If this latter incision has upp 
and the Technique of Their Extirpation (Die been carried from the antero-superior spine up litis 
Topographic der Inguinal- und der aeusseren {9 the pubic spine, a wide approach is obtained to _it 
die T ihrer Entfernung). the inguinal vessels by drawing Poupart’s ligament 
downward. If the incision is continued somewhat 
These investigations were made on sixteen ca- further outward, if the internal oblique muscle is Mur 
davers. Nothing new was found with regard to the divided, and if Gimbernat’s ligament is divided aes 
inguinal nodes. Of the external iliac nodes the largest — medially, it is possible to ligate easily the common 
and most constant lies on the surface of the external _ jliac artery and even the aorta and the hypogastric 
iliac artery, in an oblique direction across it and so artery. In this way a free exposure is obtained also of In 
low that its lower pole frequently protrudes under the portion of the ureter lying in the pelvis and of the as 
Poupart’s ligament. At operation it must not be for- entire extent of the vas deferens. Von Hotsr (Z). Pron 
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SURGICAL TECHNIQUE 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Salwén, G.: Intravenous Trypaflavin Therapy in 
Septic Conditions (Intravenoese Trypaflavin- 
therapie bei septischen Zustaenden). Svenska 
Lekartidningen, 1923, XX, 49. 


Trypailavin was tested in seven cases. Asa rule, 
only 20 c.cm. of a 0.5 per cent sterilized and filtered 
solution were given at a time, and at the most twice 
on two successive days. Care was taken to prevent 
the entrance of the solution into the surrounding 
tissues where it would cause necrotic abscesses which 
heal with great difficulty. Whenever the veins could 
not be reached, they were exposed. The cases 
treated were the following: (1) a beginning septic 
pneumonia with a suppurative hematoma and 
severe hemorrhage; (2) a resolving septic pneumo- 
nia following puerperal fever; (3) gangrenous erysip- 
elas of the perineal region; (4) phlegmons on the 
forearm; (5) facial erysipelas; (6) a furuncle of the 
upper lip with phlegmons; and (7) acute osteomye- 
litis. 

In all of the cases the temperature receded almost 
immediately after the injection and a cure resulted. 

Port (Z). 


Munk, J.: Magnesium Sulphate Enemata in Tet- 
anus (Magnesiumsulfat per Clysma bei Tetanus). 
Nederl. Maandschr. v. Geneesk., 1923, Xi, 492. 


Ina case of tetanus neonatorum, an enema of 20 
per cent sulphate of magnesium in addition to the 
use of tetanus antitoxin was found very effective. 
Prompt recovery followed. 

Magnesium sulphate enemata were first admin- 
istered in the treatment of tetanus by Feer of Zurich. 

Kocu (Z). 


Lilienthal, H.: Carrel-Dakin Treatment—An Im- 
provement in Adjusting the Tubes in Super- 
ficial Wounds. Mil. Surgeon, 1923, liii, 162. 


In a new method devised to keep Dakin’s tubes in 
place during the irrigation of large surfaces, such as 
the chest wall, the tubes are inserted through the 
meshes of paraffin gauze in at least two places, and 
the gauze is fastened over the wound. 

Marcus H. Hopart, M.D. 


ANZSTHESIA 


Baumann, E.: Aneesthesia Problems (Zur Nar- 
kosenfrage). Zentralbl. f. Chir., 1923, 1, 800. 


The author believes that most of the fatalities 
occurring during or after anesthesia, and especially 
late fatalities, are attributable to the use of an 
anesthetic which had undergone deterioration. 
Chemical examinations have shown that, especially 
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in ether, decomposition processes rendering the 
gas unsuitable for the induction of anesthesia oc- 
cur very readily. Therefore anesthetic substances 
should always be used fresh from the original con- 
tainers and should not be mixed or saved in open 
bottles, and the anesthetist should make it a prac- 
tice to establish the purity of the anesthetics he 
uses. The tests for ether are the Jorrisson and 
Nessler tests and those for chloroform the Langgaart 
and silver nitrate tests. The author gives the details 
of these tests in detail. Harms (Z). 


Rapoport, B.: Observations on Anesthesia, with 
a Report of 1,500 Consecutive Cases. Boston 
M.& S.J., 1923, clxxxix, 169. 

The author applies the principle of preventive 
medicine by adapting his technique to the require- 
ments of the particular case, not only in the selection 
of the anesthetic, but also in careful pre-operative 
medication and preparation. His experience has 
extended to all the usual anesthetizing agents. 
He concludes that while each has its particular in- 
dications, ether still remains the most satisfactory 
anesthetic for general use. 

G. R. McAuutrr, M.D. 


Chevassu, M.: Accidents from Anzsthesia In- 
duced with Nitrous Oxide. The Pre-Operative 
Determination of Renal Function (A propos des 
accidents de l’anesthésie au protoxyde d’azote; 
Vappréciation préopératoire du fonctionnement ré- 
nal). Bull. et mém. Soc. de chir. de Par., 1923, xlix, 
393+ 

The causes of death from nitrous oxide anesthesia 
are: 
pertension. 


Cerebromeningeal haemorrhage in cases of hy- 
Nitrous oxide greatly increases the 
blood pressure. 


2. Infection. This may play a part in serious 
accidents but seldom acts quickly enough to cause 
trouble during anesthesia. 

3. Poisoning from impurities in the nitrous oxide 
such as carbonic acid and nitrogen peroxide. In one 
case in which death resulted 22 per cent of carbonic 
acid was found in one of the cylinders. Cousin, 
pharmacist to the Cochin hospital in Paris, dis- 
covered that many cylinders contained considerable 
quantities of carbonic acid; thereafter all cylinders 
were tested before delivery to the hospital. Nitro- 
gen peroxide is more dangerous than carbonic acid 
gas. 

4. Slow asphyxia. This is rare when the gas is 
given by a skilled anesthetist. Nitrous oxide anes- 
thesia is difficult because it constantly borders on 
asphyxia. Postoperative glycosuria has been stated 
by Or to bear a relation to asphyxia during anzs- 
thesia. 
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5. Hepato-renal insufficiency. Before the induc- 
tion of general anesthesia the kidney function should 
be determined by estimation of the blood urea or by 
the methylene blue or phenolsulphonephthalein col- 
orimetric tests. The author never induces general 
anesthesia, except in emergency cases, without de- 
termining the blood urea. In a case in which this 
was not done, that of a patient who appeared in 
good condition, death occurred during the first few 
moments of anesthesia and autopsy showed a he- 
patic and renal sclerosis contra-indicating general 
anesthesia. Although examination for albumin in 
the urine is of value, extremely grave renal insuffi- 
ciency may occur with total absence of albumin. 
Occasionally a surgical operation carries factors of 
intoxication that may provoke a renal lesion even 
when the kidney function before operation was nor- 
mal, 

6. Progressive nitrogenization with possible ura- 
mia. 

The author is convinced that accidents of anes- 
thesia are often due to the fact that many patients 
who appear to be in good condition for operation 
are in a precarious state of physiological equilibrium, 
with latent uremia. Wa ter C. Burkert, M.D. 


Met¢ge, E.: Experiences in 100 Cases of Splanchnic 
Anesthesia Induced by the Kappis Method 
(Erfahrungen an hundert Splanchnikusanaesthe- 
sien nach Kappis). Deutsche Ztschr. f. Chir., 1923, 
clxxviii, 37. 

From one to one and a half hours before the op- 
eration from 3 to 5 mgm. of scopolamine and from 1 
to 2 cgm. of morphine according to body weight and 
the physical and nervous condition were administered. 
The injections were usually made into the abdomen. 
By many tests a1 per cent novocaine-adrenalin 
solution (twice 40 c. cm.) was found most effective. 
Exact anesthetization of the abdominal wall and 
careful spraying of the peritoneum along the costal 
arch are necessary. For this purpose from 1 to 200 
c. cm. of a 1% per cent solution of novocaine were 
used. 

The patients ranged in age from 19 to 78 years. 
Splanchnic anesthesia was induced for all extensive 
operations on the stomach, intestines, and biliary 
tract. It was not used in cases of ileus, peritonitis, 
and dull injuries of the abdomen because of the fear 
of difficulty in replacing the intestines following 
abdominal distension. 

In fifty-eight cases the anesthesia was very good 
as the patient was entirely unaware of traction on 
the abdominal organs, the abdominal wall, and the 
costal arch. In sixteen cases occasional complaints 
of pain were made. In four cases of good splanchnic 
anesthesia there was insufficient deadening of the 
parietal peritoneum. In six cases anesthesia of the 


abdominal organs was delayed. In six cases the 
anesthesia ceased after from one-half to one and a 
half hours. In four cases narcosis was necessary for 
closure of the abdominal wall. In six cases there was 
only doubtful or partial anesthesia, and in four the 
method failed. In this connection the author states 
that in certain cases the psychic state contra-indi- 
cates any type of local anasthesia. As a rule the 
duration of the anesthesia was sufficient; the longest 
time was more than two hours. 

In one-fifth of the cases the distention of the mes- 
enteric veins was striking. Possibly there is some 
relationship between this phenomenon and the often 
alarming peripheral pallor and the fall in the peri- 
pheral blood pressure. Further, in numerons cases 
a markedly active peristalsis was observed in the 
stomach as well as in both the large and the small 
intestine. 

In the great majority of cases there was a marked 
fall in the blood pressure. In nine cases it was occa- 
sionally impossible to determine the pressure. ‘This 
fall finally lead to a determination of the quality of 
the anesthesia; the best anesthesia was obtained in 
seventy-eight cases showing a marked decrease. At 
the low level, the blood pressure remained constant 
for from five to forty minutes and then increased 
slowly. 

The pulse is independent of the blood pressure and 
was determined chiefly by the psychic state. It was 
impossible to detect any correspondence in the 
curves. On the afternoon following the operation 
the pulse was strong and full and the general con- 
dition usually favorable. The necessity for the usual 
stimulants is distinctly less after splanchnic anas- 
thesia than after narcosis. 

The first passage of flatus and the first defecation 
occurred somewhat later than following narcosis. In 
two cases which were subjected to a gastro-entero- 
stomy according to Kroenlein-Mikulicz there was 
severe diarrhoea. In three cases a fatal pneumonia 
developed. The ratio of fatalities in cases operated 
upon under splanchnic anesthesia as compared with 
the same number operated upon under narcosis was 
3:7.. Bronchopneumonia and bronchitis are more 
frequent following narcosis. 

In 112 cases operated upon under splanchnic 
anesthesia there were twenty-seven deaths. Of 
these, twenty-two could not be attributed to the 
anesthesia. 

A disadvantage of the method is the danger of 
puncturing large vessels. However, no ill eifect 
follows unless the novocaine is injected into the 
vessel. In a case with pneumonia, postmortem exam- 
ination revealed a small subcapsular hemorrhage in 
the cortex of the right kidney and in another case a 
flat hematoma in the retroperitoneal connective 
tissue. SCHUENEMANN (Z). 
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PHYSICO-CHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Perthes: The Biological Effects of the Roentgen 
Rays (Die biologischen Wirkungen der Roentgen- 
strahlen). Strahlentherapie, 1923, xiv, 738. 


The author discusses the destructive action of 
the roentgen rays following a brief review of the 
development of X-ray therapy. A difference be- 
tween X-ray burns of the skin and ordinary burns 
is indicated by the latency, greater pain, and lesser 
tendency toward healing of the former. Micro- 
scopic examination of an X-ray burn shows vascular 
changes and injury of the connective tissue as well 
as the epithelium. Injury of the gonads and the 
blood-forming organs is also found. Death from 
the effects of the X-ray is very rare. 

In the treatment of malignant tumors the X-ray 
shows a destructive action characterized by inter- 
ference with cell division. Especially the nucleus 
is injured. 

The author discusses also various theories regard- 
ing the stimulating effects of the X-rays, particularly 
upon tumors and the endocrine glands. The selec- 
tive action of the X-ray and the specific susceptibil- 
ity of various tissues and tumors have been demon- 
strated beyond doubt. In conclusion, Perthes dis- 
cusses changes in the susceptibility of the cell through 
previous raying and the relationship of the biologic 
effect of hard and soft rays to the wave length. These 
problems can be solved only by practical biological 
tests. Especial importance is attributed to the la- 
tency of the ray action. It is surmised that the rays 
initiate a chemical process which persists for a long 
time. SILBERBERG (Z). 


Hoffmann, V.: Stimulation and Paralysis of Animal 
Cells by Means of the Roentgen Ray. II. Ex- 
perimental Research on the Growing Bones of 
Rabbits and Cats (Ueber Erregung und Laeh- 
mung tierischer Zellen durch Roentgenstrahlen. II. 
Experimentelle Untersuchungen an wachsenden 
Knochen von Kaninchen und Katzen). Strahlen- 
therapie, 1922, xiv, 516. 

The experiments were carried out on thirty-six 
rabbits and twelve cats by means of homogeneous, 
hard roentgen rays. The voltage was 180,000, the 
amperage in the secondary circuit 1.8 ma., the 
filtration o.5 mm. of zinc, and the focal distance 23 
cm. The skin erythema dose was reached in thirty- 
five minutes. In most instances a leg was rayed be- 
low the knee. 

Small doses caused stimulation. At the end of 
four weeks the tibia exposed to the roentgen rays was 
about 2mm. longer than the tibia on the unexposed 
side. This growth increase was maintained for from 
three to five weeks. After three months the two 
sides were again equal. 
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In the histologic picture, the epiphyseal line 
was distinctly broader, the columns of cartilage cells 
were closer together, the epiphyseal center of ossi- 
fication was larger, and in the diaphysis the bony 
trabecule were stronger and contained more lime 
than in the controls. This result was obtained with 
rays varying in quantity from 10 to 20 per cent of 
the skin erythema dose. When 5 per cent of the skin 
erythema dose was given no result was demon- 
strable. Twenty-five per cent of the erythema dose 
caused distinct damage in every case; frequently 
it checked growth so that at the end of eight weeks 
the exposed tibia was from 2 to 4 mm. shorter. 

It was impossible in these experiments to trace 
any regularity in the stimulation of growth by small 
doses of roentgen rays. When the dose was distrib- 
uted over from two to four weeks, the increase in 
growth was usually the same as when one applica- 
tion was given, but more certain. When 25 per cent 
of the skin erythema dose was given a paralyzing 
effect was often noted. In older animals this always 
followed 40 per cent of the skin erythema dose. 

At the end of three weeks the growth of the rayed 
bone was found to be retarded. The difference in 
length between the rayed and unrayed sides became 
progressively greater over a period of months until 
the growth of the animal was complete. In other 
cases a partial reparation set in, and after several 
months the difference in length became gradually 
less. In the microscopic picture the cartilage cells 
were far apart. The process of calcification was re- 
tarded, but degeneration or necrosis of the cells did 
not set in. 

The roentgen dosage which is sufficient to stop 
growth is many times greater than that which is the 
first to produce distinct damage. The toxic dose 
and the lethal dose of the roentgen rays lie far apart. 

In the experiments with scattered doses it was 
found that the full effect was obtained, but appeared 
late. When the conditions of life were altered in such 
a manner as to retard the growth of bone, factors 
were observed which diminished the effect of the ro- 
entgen rays. After cessation of influences which 
checked growth, such as narcosis or paralysis of the 
limb caused by the injection of alcohol into the 
sciatic nerve, the roentgen rays again became effec- 
tive, though often not until months had passed. 
Therefore the sensitivity of the bone to the rays per- 
sisted and was diminished only so long as the inter- 
nal vital conditions continued unfavorable to the cells. 

Experiments regarding the effects of the rays after 
the extirpation of endocrine glands yielded no defi- 
nite information. 

The experiments on fractured bones confirmed 
Salvetti’s finding that after roentgen stimulation the 
formation of bony callus is at first stopped and the 
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formation of cartilage cells becomes more active. 
Therefore stimulative doses should be applied only 
when union is delayed. 

As to the period of latency, the experiments teach 
that the result of the application of the rays is 
dependent on the ability of the affected part to react. 
Radio-sensitivity is a property of the cell (of the 
nucleus?) which remains unchanged even when the 
vital processes which are under the influence of en- 
vironment become temporarily or permanently al- 
tered. HauMANN (Z). 


Nather and Schinz: Animal Experimentation with 
Regard to a Roentgen Stimulating Dose in 
Carcinoma (Tierversuche zur Frage der Roent- 
genreizdosis bei Carcinom). Fortschr. a. d. Geb. d. 
Roentgenstr., 1923, XXX, 95. 


The authors compared mouse carcinomata rayed 
with and without a screen for various lengths of time 
with regard to the rapidity of their growth and their 
weight and the length of the life of the mouse. On 
the basis of the results in more than 200 mice they 
deny the admissibility of a roentgen stimulating dose 
as far as mouse carcinoma is concerned. Beck (Z). 


Mertens, V.E.: The Diagnostic Use of Serum from 
Carcinoma Patients Treated with the Roent- 
gen Rays, and a Discussion of the Action of 
These Rays (Ueber die diagnostische Anwendung 

‘des Serums von bestrahlten Krebskranken und 
ueber die Wirkungsweise der Roengenstrahlen). 
Deutsche Ztschr. f. Chir., 1923, C\xxix, 216. 


In the blood of a carcinoma carrier whose tumor 
decreases under the influence of the roentgen rays 
there appear substances which produce a violet spot 
when the serum is injected intracutaneously into 
carriers of similar carcinomata. The discoloration 
persists for a time and then disappears without any 
sign of hemorrhage. Mertens concludes from this 
observation that the destruction of the tumor causes 
the formation of protective substances by the dis- 
integration of living cells in the circulation. The 
same process probably occurs when a tumor dis- 
appears without breaking through the skin. When 
the skin remains intact the tumor substance must 
enter the circulation and protective substances must 
be formed. Such substances must be present in the 
blood of patients whose tumors retrogress under 
raying. The roentgen ray probably makes avail- 
able in the circulation a greater number of cells for 
the formation of protective substances. 

Cottey (Z). 


Holznecht, G.: A Review of the Present Status of 
Deep Roentgen Therapy. Am. J. Roentgenol., 
1923, X, 476. 

In the use of the term “physical dose” in its 
stricter sense no cognizance is taken of the bodily 
relations or of the manifestations exhibited during 
the passage of the rays through the body; only the 
density and penetrative power of the rays, the 
quotient of dosage, and the proportion between the 
incident radiation and the radiation present at any 


depth are considered. This conception, omitting 
nothing, comprises all effective factors, the kind of 
primary radiation, the focus-skin distance with its 
well-known significance, the portal of entry with its 
scattering effect, and the qualities of the body. For 
practical purposes it seemed advisable to formu- 
late two additional special dosologic conceptions, 
as the limitless variety of the respective factors 
necessitates concrete premises. The special concep- 
tion of the ‘‘percentual deep dosage” is based on the 
focus-skin distance of 23 cm. at a depth of 10 cm. 
and a portal of entry of 6 to 8 cm. Ii the size of the 
portal of entry is left out of consideration, the con- 
ception of the “effective dose” becomes amplified. 
Moreover, if the focus-skin distance and the depth 
are left without a special determination, the result 
will be a measure which has been designated as the 
“utility dose.” The latter changes from place to 
place on the irradiated body, which may be imagined 
as being filled by the numbers of the doses. These 
doses may be thought of as intensities which are 
effective at any instant or in any unit of time. If 
these are summed up during the course of a radia- 
tion, the “‘surface energy” and its distribution are 
obtained, and herewith an exact idea of the quantity 
of roentgen rays in the body. 

Investigation of the biological dosage and its 
formulation has been less successful. The concep- 
tions “‘ destructive dose,” “‘ paralyzing dose,” ‘‘stimu- 
lating dose,” “‘skin unit dose,” ‘carcinoma dose,” 
“ovarian dose,” ‘“‘tuberculosis dose,” etc., have all 
been found wanting for practical purposes. They all 
are of importance as working hypotheses from which 
the investigation proceeds and advances, but for 
practical purposes none of them seems to be avail- 
able; this is especially true of the conception “‘effect 
of stimulation.”” Experience has taught that it is the 
particular form of tumor which determines whether 
the treatment will be successful or not. Some 
tumors react favorably whereas others are refractory 
in spite of refinement of technique. 

In order to simplify matters, the manifold afiec- 
tions may be arranged into four groups, namely, 
those that require an extremely large quantity 
(this group includes only the carcinoma), the sar- 
comatous and certain other affections requiring a 
considerable quantity, those requiring a medium 
quantity, and those requiring a small quantity. 

Hartune, M.D. 


Millwee, R. H.: Further Observation in the Use of 
High Voltage X-Ray. South. M.J., 1923, xvi, 427- 

Moore, S.: High Voltage X-Ray Therapy: Six 
Months’ Experience. South. M.J., 1923, xvi, 430. 

Keith, D. Y., and Keith, J. P.: Our Experience in 
the Use of Deep Therapy, 200 Kilovolts or More. 
South. M. J., 1923, xvi, 435- 


MILLWEE covers the subject in a more or less 
general way, touching only incidentally on dosage 
and untoward results. Three hundred cases have 
been treated, including malignancy of almost every 
part of the body, but most of them cases of malig- 
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nancy of the cervix, the prostate gland, the breast, 
the neck, and the face. With possibly three excep- 
tions, all of the cases showed some improvement. In 
50 per cent the improvement has been very marked, 
and in most cases the original malignancy has appar- 
ently disappeared. 

None of the patients has been injured by the treat- 
ment. The most serious ill effects were a few uncom- 
fortable skin reactions. Certain cases which appear- 
ed hopeless have responded most decidedly while 
others with less marked involvement have reacted 
very poorly. Neither was the type of lesion any 
index of the outcome of the treatment. In some 
cases a type of lesion supposedly very sensitive to 
radiation did not respond at all, while in others a 
lesion supposedly very resistant to radiation re- 
sponded very well. 

In Millwee’s opinion, high-voltage roentgen 
therapy is a distinct advance in the treatment of 
malignancy as well as in that of certain non-malig- 
nant conditions as it sometimes gives results which 
cannot be obtained by any other method. 


Moore’s article is based on 214 cases, 170 of | 


which were cases of malignancy. He ascribes three 
fatalities directly to the treatment and believes that 
in three others it was an important contributory 
factor. He gives detailed descriptions of many of 
the cases treated and discusses the results obtained. 
He prefers to give the treatment in divided doses, 
generally one hour daily, until the total dosage 
decided on has been reached. This method he 
regards as far less trying than the single massive 
dose and equally efficient. On the basis of his expe- 
rience he draws the following conclusions: 

1. There is no inherent superiority in so-called 
high-voltage roentgen therapy over the older method 
or over the employment of radium save that it is 
far more efficient. 

2. Experience in treating 214 cases over a period 
of six months would indicate that the earlier of these 
cases derived sufficient benefit to make this the ther- 
apeutic agent of choice. 

3. Even in advanced cases the relief of pain and 
the sometimes astonishing subjective improvement 
brought about by this method of treatment would 
indicate its application regardless of the hopelessness 
of effecting a cure. 

D. Y. and J. P. Kerrn state that they have treated 
130 cases by deep therapy within the last six months 
and give detailed tables showing the anatomical 
location and the nature of the lesions. The results 
are cited briefly and the histories of four cases are 
reported in detail. Reference is made to the tech- 
nique used and the general care given during the 
treatment. The divided dose method was preferred. 
As « rule not more than one hour’s application is 
given at once, and this is repeated after an interval 
of forty-eight hours. 

In the pre-operative cases the tumor disappeared 
much more rapidly than when the lower voltage 
method of treatment was used. The immediate 
palliative results in the hopeless cases were noted 


more quickly. In the breast cases with metastasis 
in the axilla and the supra- and infra-clavicular 
glands, the metastasizing nodes began to disappear 
within four or five days—much more rapidly than 
formerly. Breast tumors without metastasis receded 
faster than metastatic nodules or postoperative 
recurrent nodules. Progress has been made also in 
the control of recurrences. In some of the inoperable 
cases in which metastasis had begun the reduction 
in the size of the tumor was so great and the general 
condition was so decidedly improved that operation 
became possible. A few cases treated without or 
before surgery indicated that the patient is benefited 
more by pre-operative than by postoperative radia- 
tion. ApotpH Hartunc, M.D. 


Latzko, W.: Roentgen Injuries and Deep Therapy 
(Roentgenschaeden und Tiefentherapie). Wéien. 
klin. Wehnschr., 1923, XXXVi, 195. 


A series of purely technical sources of error are 
cited which are not necessarily dependent on deep 
therapy as such. A skin field which has been inten- 
sively irradiated must never be re-irradiated before 
two months because the endothelial cells of the cuta- 
neous and subcutaneous blood vessels require that 
length of time for their restitution. .-The carcinoma 
dose is an empirically determined average dose. 
Success has not been achieved in cases of non- 
gynecological carcinoma because we have been un- 
able to eliminate the injurious effects of the rays. 
However, this must be attempted, not by decreasing 
the roentgen dose, but by increasing it, and anincrease 
can be achieved only by improving the technique. 
At the present time the author is endeavoring to 
restrict the severe injuries of the circulating blood by 
elastic constriction of the blood vessels in the lower 
extremities during the irradiation. 

DESSECKER (Z). 


Mahnert, A., and Zacherl, H.: The Treatment of 
Roentgen Intoxication with Hypertonic Solu- 
tions and a Discussion of Their Action (Die 
Behandlung des Roentgenkaters mit hypertonischen 
Loesungen. Zugleich ein Beitrag zur Frage ihrer 
Wirkung). Wien. klin. Wehnschr., 1923, xxxvi, 129. 


The authors attempted to relieve the symptoms 
following intensive irradiations by the intravenous 
injection of 40 c.cm. of a 25 and a 40 per cent glucose 
solution. The symptoms, which include uneasiness, 
vertigo, nausea, or vomiting, ceased in from one- 
half to one hour. Prophylactic injections were of 
no avail. Hypertonic sodium chloride solutions 
(Holzknecht and Sielmann) also relieve X-ray intox- 
ication. 

The administration of hypertonic solutions causes 
a current of fluid from the tissues into the blood. 
The factors of importance are the change in the 
water economy of the organism, the admixture of 
alkali with the blood, and the effect on the protein 
metabolism. It is these processes which undergo 
decided changes during roentgen irradiation. 

ZIPPER (Z). 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Gifford, H.: The Treatment of Some Forms of 
Dermoid and Other Cysts with Trichloracetic 
Acid. Arch. Ophth., 1923, lii, 448. 


The author reports five cases of dermoid cysts and 
two cases of so-called oil cysts which were destroyed 
by scrubbing the lining with full-strength trichlor- 
acetic acid after evacuation of the cyst contents. 
In the cases of dermoid cysts the incision was closed 
tightly after the application of the acid, but in the 
cases of oil cysts the cavity was packed with aristol 
before closure. Gifford draws these conclusions: 

1. Dermoids and other cysts, the excision of 
which involves some risk of injuring important 
structures, may be safely and effectively treated 
by destroying their lining with a caustic. 

2. When acyst is superficial, simple excision with 
thread fixation is to be preferred. 

3. Excision and cauterization may be combined 
to advantage. Manrorp R. Wattz, M.D. 


Gragert, O.: The Importance of the Rate of Sedi- 
mentation of the Erythrocytes in the Diagnosis 
of Carcinoma and in the Determination of 
Freedom from Recurrence After Operation (Die 
Bedeutung der Senkungsgeschwindigkeit der Ery- 
throcyten fuer die Diagnostik des Carcinoms und 
fuer die Feststellung der Rezidivireiheit nach opera- 
tiver Behandlung). Arch. f. Gynaek., 1923, xviii, 
421. 

In cases of carcinoma of the female genitalia the 
author has noted constantly a deviation from the 
normal in the rate of sedimentation of the erythro- 
cytes. Increased velocity does not always correspond 
to the extent of the carcinoma but is dependent ap- 
parently on the injury to the body as a whole. 

The determination of this velocity may be of 
value in the diagnosis of doubtful cases of cancer of 
the uterus. In cases of uterine carcinoma operated 
upon radically in which recurrence does not develop 
the velocity does not usually return to normal be- 
fore the end of a year. The question as to whether in 
such cases it always reaches normal after a certain 
time can be determined only from the study of 
numerous cases for a period of several years. 

In cases in which palpation indicates freedom 
from recurrence after radical operation it is justifi- 
able to doubt the palpatory findings if the settling 
velocity of the erythrocytes is greatly increased and 
other processes which might be responsible for this 
change can be definitely excluded. 

Whether the rate of sedimentation is of any sig- 
nificance with regard to the prognosis in cases of in- 
operable carcinoma treated by radiation has not 
yet been determined. RaEscukE (Z). 
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Hesse, E.: The Transplantation of a Roentgen- 
Rayed Carcinoma in Man (Ueber Verimpfung eines 
roentgenbestrahlten Carcinoms beim Menchen). 
Fortschr. a. d. Geb. d. Roentgenstrahlen, 1923, xxx, 


In the case of 78-year-old patient with a carcino- 
ma of the lower jaw which disappeared under X-ray 
treatment, recurred after three months, and softened 
on repeated raying, the author withdrew from the 
tumor by puncture ro c. cm. of slightly turbid fluid 
and injected it under the skin of the upper right 
arm. After five weeks a small nodule appeared at 
the site of injection, and after three months a solid, 
subcutaneous tumor, which microscopically proved 
to be a typical, horny, pavement epithelioma. From 
this, Hesse concludes that, even in doses causing the 
clinical disappearance of a carcinoma, the X-ray 
does not destroy the vitality of the carcinoma cells 
and therefore other factors (organic defense) must 
explain their effect. Beck (Z). 


Nakahara, W.: Studies on Lymphoid Activity. 
VII. The Suppression of Induced Immunity to 
Transplanted Cancer by Large Doses of Olive 
Oil. J. Exper. Med., 1923, xxxviii, 315. 

In experiments on mice the author found that a 
small quantity of olive oil injected intraperitoneally 
induced immunity to transplantable cancer, but 
large doses rendered the animals hypersusceptible 
to the growth of cancer transplants. He found also 
that the state of potential immunity to transplanted 
cancer engendered by an injection of homologous 
blood may be reversed and converted into a sus- 
ceptible state by the intraperitoneal injection of olive 
oil prior to the cancer inoculation. 

The suppression of resistance is accompanied by 
the failure of certain cellular reactions which develop 
during the establishment of immunity to  trans- 
planted cancer. SAMUEL Kann, M.D 


GENERAL BACTERIAL, MYCOTIC, AND 
PROTOZOAN INFECTIONS 


Durante, L.: Clinical Findings in 540 Surgical 
Tuberculous Lesions (Rilievi clinici su 540 lesioni 
tubercolari chirurgiche). Policlin., Rome, 1923, 
Xxx, sez. chir., 177. 


The 540 surgical tuberculous lesions studied by 
Durante were observed in 326 patients, 58 per cent 
of whom presented multiple lesions. The average 
age was 26 years. In only six cases was there a 
clear history of trauma; 95 per cent showed evidence 
of pleuro-pulmonary lesions or tracheo-bronchial 
adenopathy. 

Two hundred and twenty-seven of the lesions 
were in the non-articular parts of the flat bones, 
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one hundred and ninety-eight in the joints, seventy- 
one in the glands, seventeen in the genito-urinary 
tract, and the rest distributed in various tissues. 
The bones most frequently attacked were, in the 
order of their involvement, the femur, sternum, 
tibia, and sacrum. The cranial bones were involved 
in thirteen of the 227 cases. 

Of the joints, those most frequently involved 
were the vertebra (fifty-seven of 198 cases). In 
thirty-five of the fifty-seven cases of vertebral tu- 
berculosis the lesion was found in the lumbar spine. 
In no case was there any sign of extra-spinal abscess, 
but paraplegia was present in seven. Besides local 
treatment these patients were subjected to general 
helio-aero-therapy and forced feeding, especially 
with milk. Only one was operated upon. 

The author states that most excellent results have 
been obtained in the treatment of cold abscesses 
with hypertonic saline solution. W. A. BRENNAN. 


DUCTLESS GLANDS 


Elzas, M.: Mediastinal Tumor; The Recognition 
of Eunuchoidism (Mediastinal-tumor. Beitrag 
zur Kenntnis vom Eunuchoidismus). WNederl. 
Tijdschr. v. Geneesk., 1923, \xvii, 1614. 


A 28-year-old man was admitted to the hospital 
complaining of pain in the right side of the chest 
suggesting pleurisy. Careful examination revealed 
sympathetic irritation in the left eye and dullness in 
the region of the heart. A shadow in the roentgen- 
ray plate suggested a double heart. The blood 
count showed 5 per cent eosinophiles. The comple- 
ment-fixation test was weakly positive for echino- 
coccus. 

Besides these findings, definite signs of eunuchoid- 
ism were present—distinctly developed breasts, a 
smooth skin, a horizontal pubic hairline, and under- 
development of the penis and testicles. Because of 
the relationship of the thymus gland to puberty the 
conclusion was drawn that the internal secretion of 
the mediastinal tumor stood in a causative relation 
to the under-development of the genital organs. The 
further course of the patient’s condition verified this 
assumption. 

At the first operation, performed with the positive- 
pressure apparatus of Zaajer, the right side of the 
chest was opened. Behind the parietal pleura, next 
to the vertebral column, a tumor the size of a 
man’s fist was found. The lung was not involved. 
Histologic examination showed the tumor to be a 
teratoma. 

\t a second operation the growth was entirely 
removed. It measured 11.1 by 8.1 by 6.3 cm. Its 
structure resembled that of ovarian tissue. 

in the course of a month following the operation 
the hair distribution became more masculine, the 
breasts smaller, and the testicles larger. 

This case is of great importance in explaining 
eunuchoidism. It shows that the latter may be 
divided into a primary form with changes in the 
genital organs themselves, and a secondary form 


caused by disturbances in other organs, particularly 
the glands of internal secretion. The quiet manner 
and the reserved character of the patient were 
striking. 

The author was able to find the reports of sixty- 
nine cases of mediastinal tumor in the literature. In 
fourteen the diagnosis was made during life. 

When possible, the treatment should consist of 
radical removal of the tumor. In eight cases in 
which this was done there was one fatality. 

DuNCKER (Z). 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Theilhaber, A., and Rieger, H.: Cellular Immunity 
and Susceptibility to Disease (Cellulaere Im- 
munitaet und Krankheitsdisposition). Deutsche 
Zischr. f. Chir., 1922, clxxiii, 78. 


This article treats of the réle played by cellular 
immunity in tuberculosis, atheromatosis, cancer, 
and chronic diseases of the joints. Cellular immunity 
depends on the richness in cells of the connective 
tissue, particularly the presence of young fixed tissue 
cells and lymphocytes. It is well known that tuber- 
culosis is more malignant the earlier in life it de- 
velops. According to the authors, the reason for this 
is not that light latent infections in youth confer a 
certain immunity, but that the richness in cells in 
the connective tissue of the lungs is doubtless much 
greater in advanced age than in youth, since the 
continual inhalation of dust is a constantly repeated 
stimulation to new cell formation. On the other 
hand, the occurrence of atheromatosis in ad- 
vanced age is dependent on the decrease in the 
cellular content of the vessel walls whereby in- 
jurious materials circulating in the blood (the authors 
are thinking here particularly of uric acid) obtain 
the opportunity to penetrate into the vessel walls, 
which are no longer sufficiently protected by the 
cells. Wearing out is considered a factor of less 
importance. 

Cancer is explained in the same way: first the 
connective tissue becomes poor in lymphocytes and 
fixed tissue cells, this removing a natural barrier 
against epithelial proliferation and permitting a 
secondary malignant growth of the epithelium. 
Hence the frequent appearance of cancer in scars, 
which are poor in cells, and in age, in which the tissues 
are poor in cells as compared with the tissues in 
youth. 

The increase in susceptibility to chronic joint 
diseases, particularly gout, in advanced age may be 
explained on the basis of qualitative and quantita- 
tive changes in the cellular content of the joints. 
Youthful cartilage and synovial membrane, which 
are very rich in cells, possess numerous defensive 
materials which prevent the penetration into the 
joints of injurious substances such as uric acid. 

A decided decrease in cellular immunity explains 
also general atheromatosis. 

If these theories are correct, it follows that in the 
treatment of the conditions under discussion an 
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increase in the cellular immunity, that is, an in- 
crease in the production of lymphocytes and fixed 
tissue cells, must be sought. The organism attempts 
to obtain this through acute inflammation. In 
diathermic treatment, the action of dry heat, we 
have a method of imitating this reaction. Diather- 
mic treatment of the entire skin and of the brood 
cavities of the lymphocytes, such as the spleen and 
the intestinal follicles, has sometimes given very 
good results. 

Injections of extracts of spleen and thymus into 
the gluteal region may be considered. Small doses 
of the roentgen rays and venesection have also had 
a good effect on the new formation of the cells in 
question. 

In a number of cases of carcinoma of the uterus 
in which only vaginal removal had been done and 
it was certain that lymph-nodule metastases re- 
mained, intensive after-treatment of the type de- 
scribed was followed by disappearance of the metas- 
tases and absence of recurrence for more than five 
Lemke (Z). 


years, 


Hueper, W.: Histologic Changes in Human Tissue 
After the Injection of Paraffin (Ueber die histo- 
logischen Veraenderungen im menschlichen Gewebe 
nach Injektion von Paraffin). Frankfurt. Ztschr. f. 
Pathol., 1923, xxix, 268. 

The author studied two parafiin deposits in the 
breasts which were made twelve years previously 
and were removed because of unbearable pain. Most 
of the parafiin was still present and had separated 
into smaller parts only partially. There had been 
little decomposition or spreading of the mass. 

Such a mass is split up by giant cells and mono- 
nuclear epithelioid cells which grow into the parafiin 
clumps aad form spaces. These spaces are largest in 
the center and smallest at the periphery. The cells 
producing the demarcation are the pacemakers for 
the fibrillary connective tissue, which finally becomes 
sclerotic and encloses the foreign body. A substance 
in the paraflin clumps, the tissue spaces, and the 
cells, which can be stained with Sudan is due, not to 
decomposition and chemical change in the paraffin, 
but to the admixture of vaseline. Bupbe (Z). 
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